




WHY LONELINESS MATTERS IN PSYCHOSIS: A COMPREHENSIVE AND 










A dissertation submitted to the faculty at the University of North Carolina at Chapel Hill in 
partial fulfillment of the requirements for the degree of Doctor of Philosophy in the Department 










    Approved by: 
 
    David Penn 
 
    Donald Baucom 
 
    Erica Wise 
 
    Michelle Lim 
 











































Kelsey A. Ludwig 










Kelsey A. Ludwig: Why Loneliness Matters in Psychosis:  
A Comprehensive and Integrative Approach to Research and Intervention 
(Under the direction of David L. Penn) 
 
Aim: We used an integrative approach to examine the experience and impact of lonely 
feelings among persons diagnosed with a psychotic disorder.  Study 1 evaluated relationships 
between loneliness and social cognition and functioning in a large sample of persons with 
schizophrenia or schizoaffective disorder.  Study 2 assessed the impact of active engagement in 
an online social media platform specifically designed for individuals with first episode psychosis 
on loneliness severity and perceived social support.  Study 3 examined which aspects of living 
with psychosis were associated with perceptions of loneliness, including symptomatology, 
perceptions of extant social relationships, and disruptions in school or work, among others. 
Methods: As part of Study 1, seventy-four stable outpatients with SSDs and 58 healthy 
controls completed the UCLA Loneliness Scale in addition to the standard Social Cognition 
Psychometric Evaluation (SCOPE) battery. For Study 2, twenty-six participants recruited from 
three first episode coordinated specialty care clinics in North Carolina were provided access to 
the moderated Horyzons platform for 12 weeks.  During the intervention period, participants 
were encouraged to access therapeutic content and social components embedded within the site.  
Study 3 involved the implementation of semi-structured, qualitative interviews focused on 
experiences of loneliness with sixteen participants diagnosed with schizophrenia or 
schizoaffective disorder.  During the interview, participants were asked to comment on current 
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activities and social relationships, including their perceptions of the quantity, quality and types of 
relationships central to their social network.   
Results: Findings from Study 1 support prior research indicating persons diagnosed with 
a psychotic disorder experience greater levels of loneliness than normative groups.  However, the 
results also indicate that self-reported loneliness is not associated with social cognitive abilities 
or functional outcome in psychosis.  Regression analyses indicate that roughly half the variance 
in loneliness endorsed by persons with SSDs is accounted for by clinical variables, with 
loneliness most strongly associated with guilt and self-esteem. Results from Study 2 indicated 
that Horyzons was both feasible and very well tolerated, with a 92.3% retention rate and 79.2% 
of participants actively engaged in the platform.  Preliminary results with engaged participants 
showed the greatest improvements in psychosis-related symptoms, followed by self-reported 
experience of negative emotions, depressive symptoms, and loneliness.  Analyses revealed four 
key themes related to loneliness across participants involved in Study 3.  Namely, participants 
reported that aspects of the physical environment (e.g., financial limitations), social context (e.g., 
lacking a romantic partner), and psychological functioning (e.g., psychotic and low mood 
symptoms) facilitated or exacerbated lonely feelings.  Participants also commented on coping 
strategies employed to manage loneliness and provided suggestions for possible interventions. 
Conclusions: Taken together, these studies highlight the importance of cognition as it 
relates to loneliness.  In particular, lonely feelings may be closely linked to the following 
cognitive processes: attention, perception, interpretation, attributions, and memory. Issues with 
measurement also arose as a central theme related to our understanding of loneliness in psychotic 
disorders. On their own, findings across the three studies of this dissertation may facilitate the 
identification of individuals who may be most at risk of intense loneliness.  They may also help 
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researchers identify specific target areas of treatment and inform the development of 
individualized treatment plans for persons with psychosis experiencing exacerbated lonely 
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Loneliness has become an increasingly important focus of psychological research and 
public health campaigns in recent years (Lim, Rodebaugh, Zyphur, & Gleeson, 2016).  
Loneliness is defined as the subjective experience of inadequacy of one’s social relationships 
(Peplau & Perlman, 1982), and is associated with declines in physical health, mental health, and 
cognitive functioning (Hawkley & Cacioppo, 2010).  In fact, longitudinal research indicates 
persistent and impactful feelings of loneliness increase risk for mortality by 26% (Holt-Lunstad, 
Smith, Baker, Harris & Stephenson, 2015).  Despite the risks associated with loneliness and the 
emergence of public health campaigns designed to reduce its effects, the prevalence of loneliness 
in the general population has almost doubled in the past decade (Eglit, Palmer, Matin, Tu, & 
Jeste, 2018). 
It appears that individuals with severe mental illness may be at a higher risk of this 
“loneliness epidemic.”  Despite widespread interest in contributing to the community and desire 
to feel fully integrated in society, the vast majority (80%) of persons with psychosis report 
persistent and impactful feelings of loneliness and social isolation (Badcock et al., 2015; Stain et 
al., 2012). Furthermore, results from the Survey of High Impact Psychosis (SHIP), a widespread 
survey of 1825 individuals with psychosis across Australia, indicated loneliness and social 
isolation ranked second on the list of challenges to recovery identified by individuals with 
psychosis (Morgan et al., 2017).  This study revealed an unfortunate lack of social integration 
and community participation among persons with psychotic disorders.  Specifically, respondents 
indicated the stigma of psychosis and fear of social situations deterred them from engaging in 
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social activities (Stain et al., 2012), with the majority (69%) of participants avoiding all social 
activities in the previous year (Morgan et al., 2017).  These findings may be less surprising when 
we consider the social context of cognition. 
The social cognition model of loneliness (Cacioppo & Hawkley, 2009) suggests lonely 
individuals endorse maladaptive social cognitions that negatively impact social functioning 
(Figure 1). Although lonely individuals desire meaningful connections and positive social 
relationships, they are more likely to perceive their social world as threatening and endorse 
negative expectations about others. These maladaptive social cognitive processes are associated 
with less skillful interactions and hinder accurate appraisals of social situations and others with 
whom they come into contact (Cacioppo & Hawkley, 2009). Consequently, these cognitive and 
behavioral confirmation biases appear to reinforce loneliness by communicating to the individual 
that he/she lacks competence, meaning and worth. Although loneliness is meant to signal a 
weakening of social relationships and encourage the development of new or improvement of 
existing connections (Cacioppo & Patrick, 2008), this model suggests loneliness paradoxically 
impedes the process of social reintegration.  
Considering the prevalence of loneliness in psychosis, a growing yet limited body of 
research has examined clinical and contextual variables associated with loneliness in this 
population. In a recent review of the literature, Lim and colleagues (2018) found that loneliness 
is related to various mental health and recovery variables, including wellbeing, social perception, 
self-concept, social support, and psychopathology (Figure 2). Interestingly, very few studies 
examined the relationship between loneliness and social cognitive abilities in individuals with 
psychosis. One such study conducted by Lindner et al. (2014) revealed significant correlations 
between loneliness and facial affect recognition, a primary component of the emotion-processing 
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domain of social cognition in schizophrenia. Notably, however, these researchers examined 
responsiveness to the facial expressions of disgust only, which does not fully encapsulate the 
range of emotions characteristically misperceived in persons with psychosis (Kohler, Bilker, 
Hagendoorn, Gur, & Gur, 2000).  
Another study found that lonelier individuals with psychosis demonstrated impairment on 
self-report measures but not performance-based tasks of social cognitive abilities (Tremeau et al., 
2016). Of note, this study failed to incorporate gold-standard tasks of social cognition that have 
been psychometrically validated for use with this population (Pinkham, Penn, Green & Harvey, 
2014). In addition, neither of these studies examined the associations between social cognition 
and loneliness in schizophrenia controlled for the potential impact of paranoia or affective 
symptoms, which are likely more elevated in persons with psychosis and may contribute to 
increased feelings of loneliness. As such, these issues give rise to several unanswered questions 
in the area of loneliness and schizophrenia.  
First, our understanding of the independent and combined contributions of clinical factors 
such as anxiety, depression, and paranoia on loneliness in psychosis remain unknown (Lim et al., 
2018; Michalska da Rocha, Rhodes, Vasilopoulou, & Hutton, 2018). Second, of the few studies 
that have explored relationships between social cognition and loneliness (Lindner et al., 2014, 
Tremeau et al., 2016), none have utilized gold-standard tasks of social cognition and social 
behavior that have been extensively validated and recommended for use with persons with 
psychosis (Pinkham, Harvey, & Penn, 2018). Given the well-established social cognition model 
of loneliness in the general population (Cacioppo & Hawkley 2009), it would be useful to 
examine the interplay of experiences of loneliness, social cognitive deficits, and social 
functioning in persons with psychosis.  
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The first study aims to address these important gaps in the literature by comprehensively 
comparing the degree of loneliness reported by persons with psychosis and healthy controls from 
the community. Our primary aim was to examine the relationships between loneliness, social 
cognitive ability, and social functioning evaluated in the context of a large-scale psychometric 
investigation (Pinkham, Harvey, & Penn, 2018). Our secondary aim involved evaluating the 
associations between loneliness and psychosocial variables (e.g., self-esteem) and clinical factors 
(e.g., symptom severity) endorsed by persons with psychosis. Preliminary findings suggest 
loneliness in psychosis is largely unrelated to widely used measures of social cognition and 
functioning, and most strongly associated with diminished self-esteem and increased guilt 
(Ludwig et al., under review). 
The social cognition model of loneliness (Cacioppo & Hawkley, 2009) has informed the 
development of several evidence-based treatments targeting loneliness in non-psychiatric groups, 
many of which focus on improving social skills, promoting effective communication, 
ameliorating social cognition deficits, and/or modifying maladaptive perceptions of social 
interactions (Hawkley & Cacioppo, 2010). Similar to many currently available psychosocial 
treatments, these interventions tend to be delivered in-person via individual therapy, organized 
group activities, service delivery, or community-based approaches (Masi, Chen, Hawkley & 
Cacioppo, 2011). Considering preliminary research suggests that loneliness may not be 
associated with social cognitive abilities in psychosis (Ludwig et al., under review; Tremeau et 
al., 2016) the empirically supported treatments shown to target loneliness in the general 
population may be less effective when implemented with persons diagnosed with a schizophrenia 
spectrum disorder (SSD).  
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As the first study of this dissertation challenges the utility of the social cognition model 
of loneliness in this population, we included a second study that examines the impact of a digital 
intervention, Horyzons, which is designed to target other important aspects of loneliness 
experienced by persons with psychosis. An internet-based intervention may be particularly useful 
for persons with psychosis as deriving less pleasure from and feeling more threatened by in-
person social situations may further prevent these individuals from forming new face-to-face 
relationships or seeking additional support from current contacts (Schneider et al., 2017). 
Horyzons also delivers therapeutic content (called “Steps”) and promotes adaptive behavior 
change (through “Actions”) specifically designed to help persons with SSDs cope with issues 
related to anxiety, depression, and self-esteem that have been shown to be related to loneliness in 
this population (Ludwig et al., under review). The social networking features of the site, which 
include online forums and “posts” between users, may also foster positive social connections that 
are less impacted by impaired social cognitive abilities, social skills deficits, or discomfort with 
face-to-face social interactions (Alvarez-Jimenez et al., 2014). In addition to helping many 
people with psychosis overcome difficulties with face-to-face social interactions, a moderated 
social media platform like Horyzons may also help alleviate feelings of loneliness through the 
creation of a community of users that acknowledge, normalize, support, and instill hope for 
others at various stages of recovery from psychosis.  
The second study examines the feasibility, acceptability, and impact of the Horyzons 
platform when provided to a sample of first episode clients currently engaged in ongoing 
treatment at coordinated specialty care clinics in the United States. As Horyzons is an online 
social media platform designed to facilitate relationship development among and introduce 
therapeutic content to first episode psychosis clients, we evaluated whether engagement in the 
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platform was related to reduced loneliness, improved social integration, and increased 
psychological wellbeing. Preliminary findings suggest active engagement in social components 
of Horyzons, such as posting on the Café and discussing an issue through the “Talk-It-Out” 
feature, was associated with improved psychological wellbeing, increased positive emotions, and 
decreased negative emotions (Ludwig et al., under review). In contrast, engagement in the non-
social components of Horyzons (i.e., Steps and Actions) was largely unrelated to changes in 
outcomes. In addition, actively engaging in Horyzons was associated with only slight 
improvements in perceived social support and relationship quality and was not significantly 
related to changes in loneliness at post-treatment. 
Although the intervention evaluated in the second study showed some treatment benefits, 
active engagement in Horyzons largely did not impact loneliness in the way we would hope. 
Consequently, there is a need for qualitative research to understand which aspects of living with 
psychosis may facilitate or exacerbate feelings of loneliness and how these issues may not be 
targeted by existing interventions.  As psychological research examining loneliness in psychosis 
is primarily cross-sectional in design and correlational in nature, qualitative aspects of the 
experience of psychosis as related to loneliness remain understudied and largely unknown.  This 
is particularly problematic as expectations for social connectedness as well as the quality and 
quantity of social interactions may differ greatly from person to person and according to context.  
For instance, unmarried individuals who attach great importance to having a partner may be 
lonelier than individuals who value friendships over romantic relationships.  Similarly, 
employment at an office or store may allow for interactions with colleagues and/or customers 
that may be unavailable to persons working remotely or not currently working.  
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Focus groups, interviews, and other qualitative techniques also “give voice” to 
participants, which may be especially important for individuals who tend to be disadvantaged or 
socially excluded (Hewitt, 2007).  For example, qualitative feedback collected after completion 
of the Horyzons USA open trial offered unique insights into users’ reflections of the platform 
and the experience engaging with others on the site. Despite statistically non-significant 
improvements in loneliness and social support, possible shifts in perceived social engagement 
and community integration were evident in feedback received from Horyzons users. Two active 
Horyzons users described the platform as a “safe and encouraging place [where] people shared 
intimate stories about themselves” and “friendly and accepting… it was nice talking to patients 
and care providers I might not normally talk to otherwise.” Users who were less engaged in the 
platform also provided valuable and nuanced feedback, including “I felt like I wasn't alone in 
mental health recovery” and “It was helpful with coping skills and my disorder.” 
Although the lived experience of psychosis is less represented in psychological research, 
the rise of peer-to-peer support in clinical settings, the poignancy of qualitative feedback 
provided by Horyzons users, and the impact of recently published memoirs such as The Center 
Cannot Hold by Elyn Saks (2007) reflect the utility of appropriate and nuanced self-disclosure 
(Marder & Freedman, 2014). Although loneliness and social isolation have been identified as 
one of the top challenges to recovery from psychosis, second only to financial difficulties 
(Morgan et al., 2017), little is known about clients’ perspectives on problems with social 
integration and preferences for treatment approaches to reduce loneliness (Lim et al., 2018). As 
such, the current state of the literature presents minimal foundation on which to develop 
effective, acceptable and person-centered treatments targeting loneliness in psychosis. 
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With this in mind, the third study involves semi-structured qualitative interviews with 
individuals diagnosed with a schizophrenia spectrum disorder (SSD). The goal is to allow 
participants to describe their personal experiences with loneliness, which may facilitate a richer, 
more nuanced description of this construct in psychosis.  This study may help generate 
hypotheses for future research, improve early identification efforts, and serve as foundational 
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OVERVIEW OF STUDY 1: CORRELATES OF LONELINESS AMONG PERSONS 
WITH PSYCHOTIC DISORDERS 
 
Persons diagnosed with schizophrenia spectrum disorders (SSDs) often experience 
pervasive feelings of loneliness, which are considered a significant barrier to treatment and 
recovery. As impaired social cognition may contribute to increased loneliness and less skillful 
social interactions, this study examines the relationships between loneliness and measures of 
social cognition and functional outcome from the Social Cognition Psychometric Evaluation 
(SCOPE) study.  We also explore the association of select demographic characteristics and 
clinical variables on the endorsement of loneliness in persons diagnosed with a psychotic 
disorder. Seventy-four stable outpatients with SSDs and 58 healthy controls completed the 
UCLA Loneliness Scale in addition to the standard SCOPE battery. Our findings support prior 
research indicating persons diagnosed with a psychotic disorder experience greater levels of 
loneliness than normative groups.  However, the results also indicate that self-reported loneliness 
is not associated with social cognitive abilities or functional outcome in psychosis.  Additonal 
findings suggest that women diagnosed with a psychotic disorder are lonelier than men with the 
disorder.  Regression analyses indicate that roughly half the variance in loneliness endorsed by 
persons with SSDs is accounted for by clinical variables, with loneliness most strongly 
associated with guilt and self-esteem. These findings suggest that treatments aiming to reduce 
perceived social isolation in psychosis should incorporate techniques to bolster self-esteem, 




Loneliness, defined as perceived social isolation (Cacioppo & Hawkley, 2009), is more 
strongly related to subjective aspects of social isolation than objective indicators of solitude 
(Giacco et al., 2016).  Subjective indicators reflect an individual’s perception of the (in)adequacy 
of their social relationships (Angell & Test, 2002), while objective indicators assess social 
involvement in clubs/organizations, social network size and frequency of contact (Cornwell & 
Waite, 2009).  This is an important distinction as individuals with relatively frequent instances of 
social contact and a dense social network may experience loneliness (“alone-in-a-crowd”) above 
and beyond individuals with far fewer contacts but a more close-knit social network (“alone-but-
not-lonely”) (Masi, Chen, Hawkley, & Cacioppo, 2011; Peplau & Perlman, 1982).  As such, 
loneliness has been conceptualized as a deficiency in achievement of the desired quantity and/or 
quality of one’s social relationships (Peplau & Perlman, 1982), a mismatch that produces 
significant distress (Hawkley & Cacioppo, 2010).  
The majority (80.1%) of adults with psychosis report feeling lonely and socially 
disconnected in the past year (Stain et al., 2012).  These individuals are also more than twice as 
likely to endorse loneliness and social isolation than the general population (Badcock et al., 
2015). In fact, loneliness was ranked as one of the top two barriers to recovery respondents 
expected to experience over the next 12 months (Morgan et al., 2017).  Importantly, experiences 
of loneliness can significantly hamper overall health and impede an individual’s recovery from 
mental illness (Holt-Lunstad, Smith, Baker, Harris & Stephenson, 2015).  Although loneliness 
appears to be a significant problem for persons with psychosis and may contribute to diminished 
health outcomes for this group, loneliness is often overlooked as a primary outcome variable in 
the psychosis literature.  
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In an effort to understand the role of loneliness in psychosis, it is important to identify 
variables associated with this construct in this population.  Results from large-scale 
epidemiological studies indicate certain demographic characteristics are significantly associated 
with the frequency and degree of loneliness endorsed by persons with psychosis (Meltzer et al., 
2013; Morgan et al., 2017).  Specifically, these studies suggest women may be more likely to 
endorse feelings of loneliness than men (Badcock et al., 2015, Meltzer et al., 2013).  They also 
posit that living, studying and/or working with others may promote opportunities for social 
engagement, thus reducing objective social isolation and potentially impacting loneliness 
(Meltzer et al., 2013).  Additional research indicates perceived social isolation may be more 
closely associated with psychosocial factors and clinical variables. 
Following from the foregoing, lonelier persons with psychosis report significant issues 
with self-concept, including lower self-esteem and diminished feelings of self-efficacy (Shioda et 
al., 2016; Switaj et al., 2015).  Loneliness is also strongly related to depression after a psychotic 
episode (Thaipisuttikul et al., 2014), with several studies suggesting lonelier individuals are more 
depressed (Chrostek et al., 2016; Shioda et al., 2016; Sündermann et al., 2014; Switaj et al., 
2013; Tremeau et al., 2016).  Going beyond expected associations between depression and 
subjective loneliness, greater loneliness is significantly associated with more severe positive 
symptoms, including hallucinations, delusions, and paranoia (Lim, Rodebaugh, Zyphur, & 
Gleeson, 2016; Michalska da Rocha et al., 2018).  Despite increased awareness and emerging 
research on loneliness, few studies have examined independent and combined contributions of 
clinical factors such as symptoms and self-concept on loneliness in psychosis. 
Furthermore, considering lonelier individuals tend to form more negative expectations 
and endorse less forgiving attributions of social experiences (Cacioppo & Hawkley, 2009), it is 
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plausible that impaired social cognition impedes frequent and rewarding social opportunities, 
which may lead to increased loneliness.  This may be particularly pronounced in ambiguous 
situations that require interpretation of less straightforward social information or in contexts that 
elicit stress and anxiety (Wesselmann, Wirth, Mroczek, & Williams, 2012). A recent systematic 
review indicates minimal research has investigated the relationships between loneliness and 
social cognitive abilities and social functioning in psychosis (Lim, Gleeson, Alvarez-Jimenez, & 
Penn, 2018).  This is particularly problematic as many treatments that incorporate strategies to 
improve social skills or reduce social cognition deficits are shown to ameliorate loneliness in 
non-clinical groups Hawkley & Cacioppo, 2010). A comprehensive investigation of loneliness as 
it relates to social cognition and functioning may reveal unique needs and specific barriers to 
social integration for persons with psychotic disorders.   
The purpose of the current study is to compare the degree of loneliness reported by 
persons with SSDs and healthy controls from the community (Aim 1).  We expect clinical 
participants to report significantly more frequent feelings of loneliness than control participants 
(Hypothesis 1). We will also examine the relationship between perceived social isolation, social 
cognitive ability, and social functioning evaluated in the context of a large-scale psychometric 
investigation (Pinkham, Harvey, & Penn, 2018) (Aim 2).  We expect increased loneliness to be 
associated with worse performance on tasks of social cognition and functioning across both 
groups (Hypothesis 2.1).  We anticipate the association between loneliness scores and social 
cognitive performance to be strongest on measures that require interpretation of complex social 
information (i.e., measures of theory of mind, social perception, and attributional style) 
compared to less ambiguous contexts (i.e., emotion recognition tasks) (Hypothesis 2.2). Finally, 
we evaluate associations between loneliness and demographic characteristics (e.g., gender), 
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psychosocial variables (e.g., self-esteem), and clinical factors (e.g., symptom severity) of persons 
with SSDs (Aim 3).  We anticipate that psychological variables such as self-esteem, depression 
and paranoia will account for more variance in self-reported loneliness than demographic 






 The study took place within the larger context of the SCOPE study and was specific to 
the site at the University of North Carolina at Chapel Hill.  Clinical participants were primarily 
recruited from the North Carolina Psychiatric Research Center (NCPRC) and UNC Center for 
Excellence in Community Mental Health (CECMH).  Patients required a diagnosis of 
schizophrenia or schizoaffective disorder confirmed by the Mini-International Neuropsychiatric 
Interview (MINI; Sheehan et al., 1998) and the Psychosis Module from the Structured Clinical 
Interview for DSM-IV (SCID; First et al., 2002).  Clinicians and/or trained research assistants at 
UNC-CH conducted all diagnostic interviews.  Prospective medical record review was also used 
to confirm diagnosis. 
Clinical participants were excluded if they were hospitalized within the last two months.  
Participants were required to be on a stable medication regimen for at least two months prior to 
enrollment, although they were not excluded if psychiatrically stable while not receiving 
antipsychotic medication.  Control participants were recruited through community flyers and 
online advertisements and were selected for similarities in age and gender to clinical participants.  
Additionally, control participants were excluded from participation for meeting criteria for any 
Axis I/II disorders according to the DSM-IV, or if they had a first-degree family member with a 
history of psychosis.  Demographic and clinical characteristics of the sample can be found in 
Table 1. 
 All participants were considered ineligible based on: 1) presence/history of intellectual 
disability, 2) presence/history of brain injury and/or neurological disorder (e.g., seizures, 
multiple sclerosis), 3) sensory limitation that would interfere with assessment (e.g., 
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blindness/deafness), or 4) evidence of non-nicotine substance dependence in the past six-months, 
with substance use not being exclusionary.  Evidence of substance dependence was collected 
from patients’ healthcare providers, via chart review, and/or through substance use disorder 
modules from the SCID (First et al., 2002). 
Measures 
Loneliness 
 The UCLA Loneliness Scale is widely considered the gold-standard measure of perceived 
social isolation (Lim & Gleeson, 2014).  Participants completed this 20-item self-report scale, 
which asked respondents to rate the adequacy of their social relationships (e.g., “I feel as if 
nobody really understands me”) and report on recent feelings of loneliness (e.g., “I feel isolated 
from others”) (Russell et al., 1978).   
Social Cognition 
We administered candidate measures of social cognition from the final phase of the 
Social Cognition Psychometric Evaluation (SCOPE) study (Pinkham et al., 2018). Tasks 
included the Bell Lysaker Emotion Recognition Task (BLERT; Bell, Bryson, & Lysaker, 1997), 
Penn Emotion Recognition Task (ER-40; Kohler et al., 2003), Reading the Mind in the Eyes Task 
(Eyes; Baron-Cohen et al., 2003), The Awareness of Social Inferences Test, Part-III (TASIT; 
McDonald et al., 2003), Hinting Task (Corcoran, Mercer, & Frith, 1995), Mini Profile of 
Nonverbal Sensitivity (MiniPONS; Bänziger, Scherer, Hall, & Rosenthal, 2011), Social 
Attribution Task—Multiple Choice (SAT-MC; Johannesen, Lurie, Fiszdon, & Bell, 2013), The 
Mayer–Salovey–Caruso Emotional Intelligence Test (MSCEIT; Mayer, Salovey, Caruso, & 
Sitarenios, 2003), and Intentionality Bias Task (IBT; Peyroux, Strickland, Tapiero, & Franck, 
2014). 
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The majority of tasks included in the SCOPE battery have demonstrated acceptable test-
retest reliability and internal consistency when administered to a large sample of individuals 
diagnosed with SSDs (Pinkham, Harvey & Penn, 2018). Notable exceptions include a measure of 
attributional style (IBT) which demonstrated inadequate test-retest reliability and internal 
consistency values as well as alternate versions of a task of social perception (SAT-MC) which 
demonstrated questionable test-reliability that may reflect non-equivalence of forms. For 
additional information about the SCOPE study, see Pinkham et al. (2018).  
Social Competence, Functional Capacity, and Informant-rated Everyday Functioning 
 Social skills were assessed with The Social Skills Performance Assessment (SSPA; 
Patterson, Moscona, McKibbin, Davidson, & Jeste, 2001). Participants and an experimenter 
acted out two social situations: meeting a new neighbor and persuading a landlord to fix a 
bathroom leak.  Scenes were audio-recorded and rated by a blind-to-diagnosis, expert coder 
involved in all previous ratings for SCOPE. The SSPA has shown acceptable internal 
consistency and good test-retest reliability in schizophrenia research (Patterson et al., 2001). 
 The ability to perform relevant community and daily living skills was assessed using the 
UCSD Performance-Based Skills Assessment-Brief (UPSA-B; Mausbach et al., 2007), a 
performance-based measure of functional capacity (Note: control participants did not complete 
the UPSA).  We also obtained informant ratings on the Specific Level of Functioning Scale 
(SLOF; Schneider & Struening, 1983). A research assistant and/or an informant identified by the 
participant completed observer-reports of the SLOF. The UPSA and SLOF have consistently 
demonstrated sound psychometric properties when administered to persons with SSDs 
(Mausbach, Moore, Bowie, Cardenas, & Patterson, 2009). 
Employment Status 
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 A demographic questionnaire was administered to all participants and included questions 
about current employment or educational involvement.  Options included full-time work/study, 
part-time work/study, and economic/academic inactivity (i.e., unemployment). 
Cognitive Ability 
The Wide Range Achievement Test (WRAT-3) reading-subscale was used to provide an 
estimate of IQ (Weickert et al., 2000). 
Symptomatology 
Symptom severity was measured using The Positive and Negative Syndrome Scale 
(PANSS; Kay, Flszbein, & Opfer, 1987), a semi-structured interview examining clinical 
participants’ recent experiences with positive, negative and general psychopathology symptoms.  
The Persecution and Deservedness Scale (PaDS; Melo, Corcoran, Shryane, & Bentall, 2009) is a 
self-report questionnaire used to examine participants’ degree of paranoid thinking and 
perceptions of his/her deservingness of persecution.  Depressive symptoms were also assessed 
using the Beck Depression Inventory, second edition (BDI-2; Beck, Steer, & Brown, 1996). The 
PANSS and BDI-II are considered the gold-standard assessments of psychosis-related and 
depressive symptoms, both having demonstrated adequate internal consistency and good test-
retest reliability in clinical research (Hatton, Haddock, Taylor, Coldwell, Crossley & Peckham, 
2005; Wang & Gorenstein, 2013). The PaDS subscale scores have been shown to be valid and 
reliable indicators in clinical and nonclinical samples (Melo, Corcoran, Shryane, & Bentall, 
2009). 
Self-concept 
We used the Rosenberg Self-Esteem Scale (RSES; Rosenberg, 1965) to gauge 
participants’ perceptions of their own self-worth.  The RSES consists of 10-items that examine 
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both positive and negative feelings about the self.  The RSES has not been validated for use with 
schizophrenia, although reliability and validity have been assessed in normative samples 
(Tinakon & Nahathai, 2012). 
Objective Social Isolation 
 Two items from The Positive and Negative Syndrome Scale (PANSS; Kay, Fiszbein, & 
Opfer, 1987) were used to approximate objective social isolation in the present study.  
Specifically, persons who were rated higher (i.e., 5 to 7) on items N4 (Passive Social 
Withdrawal) and G16 (Active Social Avoidance) demonstrated diminished social contact and 
were considered elevated on this measure of objective social isolation. 
Procedure 
 With the project approved by the UNC-CH Institutional Review Board, participants 
provided signed informed consent and completed social cognitive and functional outcome 
measures. Task block order and the order of individual tasks within the social cognitive battery 
were counterbalanced across participants. A rater trained using the same procedures employed in 
SCOPE conducted diagnostic and symptomatic interviews. Participants were asked to complete 
self-report questionnaires, including the UCLA Loneliness Scale and Rosenberg Self-Esteem 
Scale, at the end of the assessment.  All participants were asked to return for a retest assessment 
scheduled approximately 2-weeks after visit 1. 
Statistical Analyses 
Data analyses were performed using the Statistical Package for the Social Sciences 
(SPSS, version 26).  Statistical significance was defined as p < .01 to provide some correction for 
multiple testing. With the exception of presenting test-retest reliability estimates for the UCLA 
Loneliness Scale, all analyses were completed using data from tasks completed at visit 1. 
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To evaluate Aim 1, we used independent samples t-tests to compare levels of loneliness 
endorsed by clinical and control participants. Next, we computed Pearson’s r correlation 
coefficients to examine relationships between loneliness and social cognition and functioning to 
test Aim 2.  To evaluate the role of demographic characteristics and clinical variables on 
loneliness (Aim 3), we conducted additional correlation analyses between loneliness and age, 
gender, and employment status as well as self-reported depression (BDI), self-esteem (RSES), 
paranoia/persecution (PaDS), and other psychosis-related symptoms (PANSS).  Cohen’s 
conventions for small, medium and large effects were used.   
To further evaluate Aim 3 and examine the independent and combined contributions of 
demographic information and clinical variables on loneliness in the clinical group, we created a 
regression model in blocks.  The first block consisted of relevant demographic characteristics, 
including age, gender, employment status and objective social isolation.  To examine the 
increase in predictive power of clinical variables, a second block was created that included 
scores from the Rosenberg Self-Esteem Scale, Persecution and Deservedness Scale, and Beck 
Depression Inventory. Except for Paranoia and Depression, which are more comprehensively 
assessed by the PaDS and BDI in the second block, PANSS subscale scores that were 
significantly associated with loneliness comprised a third and final block to explore the 
contribution of psychosis-related symptoms in predicting loneliness. We used R-squared and 
adjusted R-squared statistics to determine the extent to which each block accounted for 





Seventy-four clinical and 58 control participants completed the assessment. Groups did 
not differ in regard to age, gender, race, estimated IQ, or parental education level (see Table 1).  
Control participants were significantly more likely to identify as Hispanic or Latino whereas 
clinical participants completed significantly fewer years of education than controls.   
Loneliness among Persons with and without a Psychotic Disorder 
Test-Retest Reliability and Internal Consistency 
The UCLA Loneliness Scale demonstrated adequate test-retest reliability and excellent 
internal consistency when administered to clinical (r=.77, α=.94) and control participants  (r=.85, 
α=.95). 
Between-Group Differences 
Results from an independent samples t-test revealed significantly greater loneliness 
endorsed by SSD participants as compared to controls (MSSD=27.46, MHC=15.76, t(130)=-4.83, 
p<.001, d=.86) (Table 1).  These scores indicate clinical participants experienced frequent 
loneliness whereas control participants endorsed average rates of loneliness [51]. 
Social Cognition and Functioning 
We calculated Pearson’s r correlation coefficients to examine the relationships between 
loneliness and tasks of social cognition and functioning.  No significant associations were found 
between loneliness and measures of social cognition when administered to SSD participants 
(Table 2).  Greater loneliness in the clinical group was associated with lower social functioning 
on the informant-completed SLOF, although this trend-level association was eliminated when 
controlling for depression. 
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For healthy controls, associations between loneliness and measures of social cognition 
did not meet the corrected significance value of p<.01 (Table 2). Loneliness was not significantly 
related to any measures of functional outcome in the control group. 
Relationships between Loneliness, Demographic Variables, and Clinical Factors 
We calculated Pearson’s r correlation coefficients to examine relationships between 
loneliness and demographic variables of interest as well as several clinical factors. Loneliness 
was significantly associated with gender in the clinical group, with women endorsing greater 
loneliness than men (MWomen=34.24, SD=16.20; MMen=24.77, SD=13.54; t(72)=9.47, p=.01). 
Loneliness endorsed by persons with SSDs was not associated with age or employment status. In 
contrast, our findings suggest a negative relationship between loneliness and self-esteem in 
psychosis.  Loneliness was also positively correlated with self-reported depressive symptoms and 
paranoia, as well as social isolation and other clinically rated symptoms on the PANSS (Table 3). 
Loneliness in controls was not significantly associated with any demographic 
characteristics. Correlational analyses revealed significant, moderate relationships between 
feelings of loneliness and depression, paranoia and self-esteem endorsed by control participants.  
Simple linear regression analyses indicated that demographic characteristics, including 
objective social isolation, accounted for 10.6% of variance in loneliness reported by clinical 
participants (adjusted R2=.106, F(5, 67)=2.71, p=.028). Sequential regression analyses revealed 
depression, paranoia and self-esteem accounted for an additional 39.8% of variance in loneliness 
scores (adjusted R2 =.504, F(3, 64)=10.15, p<.001). Notably, the influence of gender on 
loneliness was reduced and became non-significant when the second block was included in the 
model.  Adding remaining symptoms of psychopathology as a third and final block explained an 
additional 8.2% of variance in loneliness (adjusted R2 =.586, F(3, 61)=10.247, p<.001). Our 
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findings suggest self-esteem and guilt are the strongest predictors of loneliness in persons with 





The results of this study support previous research that persons with psychosis report 
significantly more loneliness than persons without the disorder (Badcock et al., 2015). To our 
knowledge, this is also the first study to examine relationships between loneliness and validated 
measures of social cognition and functional outcome in psychosis.  Our findings suggest self-
reported feelings of loneliness are largely unrelated to social cognition and independently 
evaluated social functioning in psychosis but are closely linked to depression.  Interestingly, 
clinical ratings of PANSS items measuring social withdrawal is significantly related to 
subjectively reported loneliness. Finally, analyses examining independent and combined 
contributions of demographic and clinical characteristics on self-reported loneliness revealed 
self-esteem and guilt showed the strongest relationships with loneliness in the clinical group. 
One possible explanation for the lack of observed relationships between loneliness, social 
cognition, and social functioning is that the domains of social cognition included in SCOPE may 
be less appropriate predictors of loneliness than specific aspects of social cognition (e.g., 
maladaptive perceptions of social situations) and social functioning (e.g., inappropriate self-
disclosure) examined in normative groups (Hawkley & Cacioppo, 2010).  Alternatively, 
loneliness may be related to social cognition and social skill in a particular subset of persons with 
an SSD diagnosis.  For instance, persons with a psychotic disorder who demonstrate adequate 
social cognition and functioning may feel lonelier when experiencing a mismatch between their 
desired and current relationship quantity, quality or type.  For example, a person experiencing 
limited psychiatric impairment may endorse increased loneliness during periods of low social 
contact, elevated interpersonal conflict, diminished social support, or lack of important types of 
relationships (e.g., confidant, romantic partner).  As such, it is possible that the non-significant 
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associations between loneliness and social cognition and functioning could have resulted from 
examining these constructs across all clinical participants, rather than in particular subgroups.  It 
is also plausible that loneliness in psychosis may be related to other processes or impairments 
related to the disorder, including emotion dysregulation and attentional biases that enhance the 
salience of negative information and events (Hawkley & Cacioppo, 2010; Tremeau et al., 2016).  
Finally, it is also possible that social cognition and loneliness are unrelated constructs in this 
population. As effect sizes demonstrating the relationships between loneliness and social 
cognitive abilities were small, these findings suggest that the lack of significance is likely not 
due to insufficient statistical power.  
Furthermore, our findings suggest amotivation, suspiciousness, and affective symptoms 
may be associated with the degree of loneliness endorsed by persons with SSDs.  Similar to 
results from two large epidemiological studies (Badcock et al., 2015; Meltzer et al., 2013), our 
findings indicated women with a psychotic disorder were more likely than men to report 
increased feelings of loneliness.  A meta-analysis suggests women with psychosis endorse more 
affective symptoms and persecutory delusions than men (Leung & Chue, 2000), which may 
contribute to increased loneliness.  It is also important to note that women in the present study 
were significantly more likely to have a diagnosis of schizoaffective disorder (n=15, 71.4%) 
compared to men (n=15, 28.3%). Although it is possible that the observed differences in 
loneliness reported by male and female participants in the clinical group may be attributable to 
differences in endorsement of affective symptoms, additional research is needed to explore ways 
in which men and women may differ in regard to the degree and frequency of loneliness, as well 
as the ways in which they cope with and manage lonely feelings.   
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Although it is widely accepted that loneliness and depression are related but separable 
constructs in non-psychotic samples (Cacioppo, Hughes, Waite, Hawkley, & Thisted, 2006), 
careful attention should be given to the interplay of loneliness and affective symptoms in 
psychosis.  Our findings suggest nearly half the variance in loneliness endorsed by persons with 
SSDs is accounted for by variation in clinical variables, with loneliness most strongly associated 
with self-esteem, guilt, paranoia and depression. While guilt and worthlessness are common 
features of depression (Beck & Alford, 2009), the strength of the association between guilty 
feelings and self-reported loneliness observed in this study is noteworthy.  On one hand, it is 
possible that negative thinking patterns or distorted cognitions related to the self, others and the 
world may independently cause or exacerbate feelings of guilt and loneliness (Michalska da 
Rocha et al., 2018). On the other hand, guilt – like shame and embarrassment – is a “self-
conscious emotion” that may reflect our self-image and impact our inferences about the way 
others perceive us (Ypsilanti, 2018), thereby impacting loneliness and perceived social isolation. 
Consequently, treatments targeting perceived social isolation in psychosis should 
incorporate techniques to improve self-esteem, reduce guilt, decrease paranoia, and ameliorate 
depressive symptoms.  For instance, loneliness interventions should incorporate cognitive 
behavioral therapy techniques such as cognitive restructuring and social skills training to 
improve the quality of, comfort with, and satisfaction gleaned from in-person social situations 
(Pot-Kolder et al., 2018).  Psychosocial interventions provided in a group setting may be 
particularly beneficial for lonely persons with SSDs as this format may facilitate positive in-
person social interactions as well as combat social anhedonia and defeatist beliefs often endorsed 
by this population (Granholm & Harvey, 2018).  Although the study of loneliness in psychosis is 
relatively nascent, these experiences are widespread and an important source of distress requiring 
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improved understanding as well as the development, refinement, and evaluation of treatments 
targeting loneliness. 
 Finally, this study has a number of limitations.  First, we cannot draw firm conclusions 
about the direction or reliability of the relationships between loneliness and its correlates over 
time.  Although the UCLA Loneliness Scale is the most widely used measure of loneliness 
(Lasgaard, 2007) and demonstrated sound psychometric properties in this study, we administered 
the initial version of this measure which has been critiqued for its potential to elicit systematic 
response biases stemming from negatively worded items (Russell, Peplau, & Cutrona, 1980). 
Relatedly, self-report questionnaires can also be impacted by recall bias and/or respondents’ 
current emotional states (Michalska da Rocha et al., 2018).  As we used self-report 
questionnaires to assess loneliness, self-esteem, guilt, paranoid thoughts, and depressive 
symptoms, it should be noted that shared method variance might have contributed to the 
observed relationships between these constructs in both groups.   
 In addition, data for this project were collected within the context of a large-scale 
psychometric evaluation of social cognition measures widely used in schizophrenia research 
(Pinkham et al., 2018). The UCLA Loneliness Scale and Rosenberg Self-Esteem Scale were 
administered only to participants at the University of North Carolina who opted to complete 
additional questionnaires at the end of the assessment visit.  As such, the sample size is smaller 
than what would be expected given the number of statistical tests included in the analyses.  
Although a more conservative statistical significance value of p < .01 was used to provide some 
correction for multiple testing, it is important to note the study may be underpowered to test 
several hypotheses.  Finally, this sample was quite heterogeneous and involved participants 
recruited from coordinated specialty care clinics as well as more traditional community mental 
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health centers.  Although participants involved in the project reflect the racial/ethnic background 
of this region, it is also unclear whether this sample is broadly representative of the larger 
population of persons with psychotic disorders globally or across the United States.  Thus, 
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TABLES AND FIGURES 








 n  (%) n (%) 
Male 53 71.6 40 69.0 
Race     
   Caucasian 48 64.9 32  55.2 
   African American 23 31.1 23 39.7 
   Asian 1 1.4 1 1.7 
   Other 2 2.8 2 3.4 
Ethnicity*     
   Hispanic 1 1.4 5 8.6 
   Non-Hispanic 73 98.6 53 91.4 
Diagnosis     
   Schizophrenia 43 58.1   
   Schizoaffective 
   Psychosis NOS 
Medication Type 
   Typical 
   Atypical 
   Combination 
















 Mean SD Mean  SD 
Age (years) 39.35 11.18 41.67 12.75 
Education (years)** 13.87       2.67 15.15 1.66 
Maternal Education (years)  15.23 2.82 14.29 2.71 
Paternal Education (years) 









WRAT-3 100.30 13.16 102.38 10.18 
UPSA-B 73.02 14.14 -- -- 
SSPA-Avg. 4.24 .45 4.70 .24 
SLOFINF-Avg. 4.27 .52 4.72 .33 
SLOFRA-Avg. 
PANSS  
4.24 .35 5.15 .12 
  Positive Total 16.53 4.88   
  Negative Total 16.34 6.00   
  General Total 






* p<.05, ** p<.01 
Note: UCLA Loneliness Scale (UCLA); The Wide Range Achievement Test 3 reading-subscale (WRAT); UCSD 
Performance-Based Skills Assessment-Brief (UPSA-B); Social Skills Performance Assessment (SSPA); Specific 
Level of Functioning Scale (SLOF), informant (INF) and research assistant (RA) report; Positive and Negative 
Syndrome Scale (PANSS).  
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Table 2. Correlations between Measures of Loneliness, Social Cognition, and Functional 






a Social Cognitive UCLA Loneliness 
  BLERT  .058 -.325† 
  ER-40  -.095 -.203 
  Eyes  .099 -.150 
  Hinting  .054 .099 
  TASIT  .102 -.172 
  SAT-MC .013 -.191 
  MiniPONS .160 -.256 
  MSCEIT  -.042 -.103 




  UPSA Total .044 -- 
  SSPA Average 
  c SLOFINF 







† p < .05 
 a Note: Social Cognition measures: Bell Lysaker Emotion Recognition Task (BLERT), Penn Emotion Recognition 
Task (ER-40), Reading the Mind in the Eyes Task (Eyes), Hinting Task, The Awareness of Social Inferences Test, 
Part-III (TASIT), Social Attribution Task—Multiple Choice (SAT-MC), Mini Profile of Nonverbal Sensitivity 
(MiniPONS), Mayer-Salovey-Caruso Emotional Intelligence Test (MSCEIT) and Intentionality Bias Task (IBT). 
b Note: Functional Outcome measures: UCSD Performance-Based Skills Assessment-Brief (UPSA-B); Social Skills 
Performance Assessment (SSPA); Specific Level of Functioning Scale (SLOF), informant (INF) and research 
assistant (RA) report  
c Note: Although all participants were asked to identify an informant, only 79.7% (n = 59) of SSD participants’ 
informants and 67.2% (n = 39) of HC informants completed the measure.   
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Demographics UCLA Loneliness 
Age 0.075 0.163 
Gender -0.289† -0.028 
Employment Status -0.180 -0.239 
Symptoms  
PANSSPos 





   Emotional withdrawal 





PANSSGen .517*  
   Somatic concern .277†   
   Anxiety .389** 
.441** 
  
   Guilt   
   Tension .276†   
   Depression .638**   
   Motor retardation .242† 
.291* 
  
   Active social avoidance   
Self-Report     








  PaDSPers 
  PaDSDes 
  RSES 
† p<.05, * p<.01, ** p<.001 
Note: Positive and Negative Syndrome Scale (PANSS) – Positive (Pos), Negative (Neg), and General Psychopathology 
(Gen); Beck Depression Inventory, second edition (BDI); Persecution and Deservedness Scale (PaDS) – Paranoid 
Thinking (Pers) and Deservedness of Persecution (Des) subscales; and Rosenberg Self-Esteem Scale (RSES) 
a Note: All other items on the PANSS were not significantly related to loneliness  
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Table 4. Regression Models Summarizing Independent and Combined Contributions of 
Demographic Characteristics and Clinical Factors to Loneliness 
 
Note: Persecution and Deservedness Scale (PaDS) - Paranoid Thinking (Pers) subscale 
Note: Only items from the Positive and Negative Syndrome Scale (PANSS) that were significantly associated with 
loneliness and not redundant with other measures were included in the “Symptoms” block in Model 3 above (e.g., 
although the PANSS depression item was significantly associated with loneliness, this item was excluded from the 









OVERVIEW OF STUDY 2: HORYZONS USA – A MODERATED ONLINE SOCIAL 
INTERVENTION FOR FIRST EPISODE PSYCHOSIS 
 
Aim: We evaluated the feasibility and acceptability of Horyzons, an online social media platform 
designed to facilitate relationship development among and introduce therapeutic content to first 
episode psychosis clients.  We also evaluated whether participation in the platform was related to 
reduced loneliness, improved social integration, and increased psychological wellbeing. 
Methods: Twenty-six participants diagnosed with a schizophrenia spectrum disorder were 
provided access to the moderated Horyzons platform for 12 weeks.  During the intervention 
period, participants were encouraged to access therapeutic content and social components 
embedded within the site.  Participants were recruited from three first episode coordinated 
specialty care clinics in North Carolina and assessed at four time points: baseline, mid-treatment, 
post-treatment, and one-month follow-up. 
Results:  Findings indicated that Horyzons was both feasible and very well tolerated, with a 
92.3% retention rate and 79.2% of participants actively engaged in the platform.  The most 
commonly identified personal strengths selected by Horyzons users were Creativity (61.5%), 
Curiosity (42.3%), and Courage (38.5%).  Feedback from participants indicated Horyzons could 
be improved by the development of a smartphone application, expanding the size of the 
Horyzons community, and facilitating private messages between users. Preliminary results with 
engaged participants showed the greatest improvements in psychosis-related symptoms, followed 
by self-reported experience of negative emotions, depressive symptoms, and loneliness. 
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Conclusions: This open trial found that Horyzons is both feasible and acceptable to FEP persons 
early in the course of illness living in the United States.  
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INTRODUCTION 
Recovery from mental illness is an evolving concept in the field of psychological 
research and clinical practice, especially for individuals early in the course of psychosis (Roe, 
Mashiach-Eizenberg, & Lysaker, 2011).  While common objective measures of recovery from 
psychosis include functional outcomes (e.g., employment status) and symptom remission, 
subjective indicators of recovery tend to include quality of life, perceived social integration, and 
empowerment (Lloyd, King, & Moore, 2010).  Social integration has become increasingly 
central to the conceptualization of recovery and wellbeing for people experiencing mental health 
issues, particularly for individuals with psychosis (Delman, Delman, Vezina, & Piselli, 2014). 
Despite widespread interest in contributing to the community and desire to feel fully 
integrated in society, the vast majority (80%) of individuals diagnosed with a psychotic disorder 
report persistent and impactful experiences of loneliness and social isolation (Badcock et al., 
2015; Stain et al., 2012).  In fact, research suggests that individuals with psychosis are five to six 
times more likely to experience loneliness compared to persons without a psychiatric condition 
(Meltzer, Bebbington, Dennis, Jenkins, McManus, & Brugha, 2013).  Furthermore, results from 
the Survey of High Impact Psychosis (SHIP), a widespread survey of 1825 individuals with 
psychosis across Australia, indicated loneliness and social isolation ranked second on the list of 
challenges to recovery (Morgan et al., 2017; Lim, Gleeson, Alvarez-Jimenez, & Penn, 2018).  
The SHIP study also revealed an unfortunate lack of social integration and community 
participation among persons with psychotic disorders.  Specifically, respondents indicated that 
the stigma of psychosis and fear of social situations deterred them from engaging in social 
activities (Stain et al., 2012), with the majority (69%) of participants avoiding all social activities 
in the previous year (Morgan et al., 2017).   
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Deriving less pleasure from and feeling more threatened by in-person social situations 
may prevent individuals with psychosis from forming new face-to-face relationships or seeking 
additional support from current social contacts (Schneider et al., 2017).  Persons with psychotic 
disorders, however, may benefit greatly from forming virtual connections with others (Alvarez-
Jimenez et al., 2013). However, commonly used social media platforms such as Facebook may 
not be appropriate for all people with psychosis.  Specifically, intensified social media use may 
involve certain problematic features including exacerbated psychotic symptoms (e.g., paranoia) 
and possible rejection from other users (Torous & Keshavan, 2016). In contrast, internet-based 
interventions for psychosis that allow for social connections among individuals as well as peer 
and professional supports have been shown to be promising tools for decreasing perceived social 
isolation in this population (Alvarez-Jimenez et al., 2013; Alvarez-Jimenez et al., 2014; 
Schlosser et al., 2018).  
One such social media platform, Horyzons, was developed to promote continued progress 
toward recovery after discharge from a specialized mental health center for persons with first 
episode psychosis (FEP) in Melbourne, Australia (Alvarez-Jimenez et al., 2013).  Horyzons was 
designed to foster a sense of community, inclusivity and mutual support, all of which may reduce 
self-stigma, improve self-esteem, and increase self-efficacy, thereby combating feelings of 
loneliness and promoting social integration (Alvarez-Jimenez et al., 2014).  Preliminary findings 
from an open trial in Australia suggest Horyzons is feasible, safe, acceptable and beneficial for 
first episode clients who have recently experienced discharge from coordinated specialty care 
(Alvarez-Jimenez et al., 2013).  Despite the potential for a supportive and therapeutic social 
media platform to provide cost-effective support for clients transitioning to less specialized care, 
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integrating therapeutic programs like Horyzons (Alvarez-Jimenez et al., 2018) into the standard 
of mental health care for early psychosis has been minimally implemented in the United States.   
Horyzons, a therapeutic online social media platform, was originally implemented and is 
currently being evaluated in an ongoing Randomized Controlled Trial at Orygen, The National 
Centre of Excellence in Youth Mental Health, of Melbourne, Australia. The current study aims 
to examine the feasibility and acceptability of Horyzons for American clients receiving care at 
three first episode psychosis (FEP) clinics in North Carolina. We report the preliminary results of 
a small, uncontrolled open trial of Horyzons, including site usage information, changes in 
psychological health variables (e.g., feelings of loneliness, depressive symptoms), and a 




Participants and Procedure 
 Participants were recruited from three coordinated specialty care outpatient clinics in 
North Carolina.  Sites included the Outreach and Support Intervention Services (OASIS) in 
Carrboro, Supporting Hope Opportunities Recovery and Empowerment (SHORE) in 
Wilmington, and Wake Encompass in Raleigh. Each clinic specializes in early identification, 
individualized recovery, and relapse prevention for persons with FEP. 
Inclusion criteria for participation were (1) ages 18-35; (2) no psychiatric hospitalizations 
in the last three months; (3) meeting DSM-IV criteria for a schizophrenia spectrum disorder 
diagnosis; (4) maximum of five lifetime years of treatment with antipsychotic medication; (5) no 
current suicidal ideation or suicide attempt within the past two years; (6) not meeting diagnostic 
criteria for substance dependence; (7) estimated IQ > 70; (8) access to the Internet; and (9) 
English language proficiency sufficient to complete research assessments. Psychiatric diagnoses 
were collected from patients’ healthcare providers, via chart review, and/or through the 
psychosis, mood, and substance use disorder modules from the SCID (First et al., 2002). 
Trained raters assessed participants at baseline, mid-treatment (six weeks), post-treatment 
(12 weeks), and one-month follow-up (16 weeks). The project was approved by the UNC-CH 
Institutional Review Board. Participants provided signed informed consent. 
Measures 
Primary outcome measures. These measures included 1) participant use of and 
satisfaction with Horyzons, which were examined using site usage information (e.g., strengths 
selected, number of logins) as well as a self-report questionnaire (e.g., perceived benefits and 
challenges of the intervention); 2) feelings of loneliness and social isolation as examined by the 
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UCLA Loneliness Scale (UCLA; Russell, Peplau, & Ferguson, 1978); and 3) perceived social 
support and relationship quality as measured by the Social Provisions Scale (SPS; Cutrona & 
Russell, 1987). 
Secondary outcome measures. These measures included 1) wellbeing as measured by the 
18-item version of the Ryff Scales of Psychological Well-being (PWB; Ryff, 1989), 2) positive 
and negative emotions assessed by the modified Differential Emotions Scale (mDES; 
Fredrickson, Tugade, Waugh, & Larkin, 2003), and 3) subjective self-worth as measured by the 
Rosenberg Self-Esteem Scale (RSES; Rosenberg, 1965). 
Exploratory outcome measures. These measures included 1) psychosis-related symptoms 
assessed using the Positive and Negative Syndrome Scale (PANSS; Kay, Fiszbein, & Opler, 
1987, Cohort 1) or the Brief Symptom Inventory (BSI; Derogatis, 1993, Cohort 2), 2) depressive 
symptoms examined by the Beck Depression Inventory, Second Edition (BDI-II; Beck, Steer, & 
Brown, 1996), and 3) social and occupational functioning as measured by the First-Episode 
Social Functioning Scale (FE-SFS; Lecomte et al., 2014).  
Horyzons 
Horyzons is an online social media platform aimed to facilitate relationship development 
among clients with a schizophrenia spectrum disorder diagnosis.  Horyzons was originally 
developed and implemented to provide support and extend treatment benefits after discharge 
from early intervention services in Australia (Alvarez-Jimenez et al., 2013).  In order to ensure 
language and content were applicable to American users, informal Australian expression and 
slang terms (e.g., arvo) were replaced with equivalents in American English (e.g., afternoon).  
Specific aspects of the Horyzons platform are designed to foster positive social 
connections among users, including: 1) “The Café” where users can post content and react to or 
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comment on other users’ posts; 2) “Talk-It-Out” through which users can discuss a specific issue 
and receive support or suggestions from others with guidance through the steps of problem 
solving from moderators (e.g., handling setbacks); and 3) “Team Up” where users are 
encouraged to track personal goals (e.g., staying fit) and share these goals with others. Horyzons 
also integrates therapeutic content from Cognitive Behavioral Therapy (e.g., psychoeducation 
about the interrelatedness of thoughts, feelings, and behaviors), Positive Psychology (e.g., 
lessons on self-compassion and gratitude), as well as Mindfulness and Meditation (e.g., mindful 
walking, body scan) that users can complete independently.  Psychoeducational materials are 
divided into 17 “Pathways,” each of which is comprised of a series of related “Steps.”  Pathways 
may be conceptualized as a complete course on a topic, whereas Steps can be considered 
individual lectures of a class. All Horyzons Pathways and Steps are related to coping (with 
difficult emotions, urges to use substances, etc.), connecting (with others by overcoming conflict, 
boosting relationships, etc.), or enhancing (life by promoting happiness and wellbeing). An 
additional, optional component of Horyzons involves in-person “Meet-up” events (e.g., bowling, 
playing board games). 
Users were paired with a Horyzons “moderator.”  Moderators were master’s level clinical 
psychology graduate students (n=5) and a Licensed Clinical Social Worker (n=1) responsible for 
tailoring content to the users’ individual strengths and personal goals for using the site. 
Moderators conducted daily safety checks, which involved reviewing posts that were 
automatically blocked by the system due to inclusion of ‘risk words’ such as 
‘death/dead/die/dying’ as well as completing follow-up risk assessments when needed. 
Moderators also encouraged client participation on the site through positively reinforcing 
comments (i.e., praise, encouragement and support).   
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Moderators also contacted each user via phone within a week of induction to the 
platform.  The purpose of the initial telephone conversation was to introduce the moderator and 
explain their role, clarify and expand on the client’s goals for using the site, as well as discuss the 
user’s specific interests and perceived challenges.  For the remainder of participation, moderators 
were instructed to contact users weekly. For clients who actively used the site, moderators sent 
weekly suggestions for Horyzons content or activities to complete in combination with 
personalized messages to specific users, all of which were sent through the Horyzons platform.  
If users became disengaged or stopped logging into the platform, moderators followed up with 
the client via text, call, and/or email weekly or biweekly to discuss and problem-solve barriers to 
use.  Additionally, any sign of risk as evidenced by posts about very low mood and suicidal 
ideation, among others, were contacted within 24 hours to provide support and assess risk. 
Moderators participated in weekly supervision calls with the US Principal Investigator (DP) to 
discuss client case conceptualization and address client concerns.   
Statistical Analysis 
Data analyses were performed using the Statistical Package for the Social Sciences 
(SPSS, version 24).  Statistical significance was defined as p<.05.  Descriptive statistics and 
percentages were used to determine the feasibility and acceptability of Horyzons.  Standardized 
change-over-time values were computed to assess potential within-subject differences. Within-
group effect sizes are reported for changes between baseline and 1) mid-treatment, 2) post-test 
and 3) follow-up.  To examine the extent to which different components of Horyzons usage were 
associated with improvements in outcomes, we computed correlations between Horyzons usage 
information (e.g., number of logins, actions completed) and changes in outcomes between 




Twenty-four participants (92.3%) completed baseline, mid-treatment, post-treatment, and 
follow-up assessments. All participants involved in the first cohort (n = 12) were recruited from a 
single clinic (OASIS) and were involved in the project from late 2016 to early 2017. In contrast, 
the second cohort included participants from three clinics (OASIS, n = 5; Encompass, n = 3; and 
SHORE, n = 6) and were engaged separately in the platform from early to mid-2018.   
Two participants from Cohort 1 were considered dropouts as they were removed from the 
study due to incarceration or change of housing that precluded assessment completion.  
Participants in both cohorts endorsed relatively low levels of symptoms at baseline (PANSSTotal: 
MC1 = 62.67, SDC1 = 12.24; BSI Total: MC2 = 47.21, SDC2 = 34.14). Participants in Cohort 1 
endorsed less social support than individuals involved in Cohort 2 (SPS: MC1 = 61.90, SDC1 = 
3.48; MC2 = 70.14, SDC2 = 9.84; t(22) = 2.52, p = 0.02). Cohorts did not significantly differ in 
regard to any other demographic, clinical, or outcome variables at baseline.  
We defined minimal platform usage as an average of at least one login per week (12 total 
logins) and at least 10 instances of site utilization (e.g., actions, comments, talking points, etc.). 
Active Participants (n = 19) reached or surpassed this standard, whereas Inactive Participants (n 
= 5) did not reach the minimum platform usage level.  At baseline, Active Participants endorsed 
less social support (d = -0.54) as well as increased positive (d = 0.48) and negative affect (d = 
0.36) compared to Inactive Participants (Table 1).  Demographic and clinical characteristics of 
the sample are presented in Table 1.  
Feasibility and Acceptability 
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Participants logged into Horyzons an average of 32.9 times (SD = 31.84; Range: 3-134 
over the course of 12 weeks between baseline and post-treatment). Most participants found the 
site easy to use, helpful and safe. Inactive Participants tended to be less satisfied with Horyzons 
than Active Participants.  In contrast, Inactive Participants described Horyzons as more helpful 
in terms of looking forward to being with people (Table 2).   
Written feedback suggested that the most well-received aspects of the site were positive 
interactions with other users and the sense of community.  Suggestions for improvement 
included creating an app accessible via smartphone, expanding the platform to include additional 
users (Note: the allocated budget limited the addition of more users during this open trial), and 
facilitating private messages between users.  Additional usage information and feedback about 
the platform can be found in Table 2.   
As identifying and promoting strengths is a core component of the Horyzons 
intervention, clients were asked to identify areas of strength they found personally relevant and 
meaningful during their induction to the Horyzons platform.  The most commonly identified 
strengths selected by participants were Creativity (61.5%), Curiosity (42.3%), Courage (38.5%), 
Enthusiasm (34.6%), Honesty (34.6%), and Humor (34.6%).  The least commonly identified 
strengths selected by Horyzons users were Self-control (7.7%), Social intelligence (7.7%), 
Teamwork (7.7%), Leadership (7.7%), and Modesty (11.5%). 
Steps completed by participants were most often related to acceptance-based content or 
mindfulness and meditation.  Specifically, the most commonly taken Steps were Mindful 
thoughts and Anchor yourself (both of which were completed ten times total), followed by Being 
with Difficulty, Body and Breath, and Body Scan (each of which were taken seven times total).  
The most common Actions (activities designed to reinforce strengths or practice new skills) 
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completed by participants were related to preparing for jobs and improving emotional 
experiences, including: Being with difficult emotions (completed 12 times), Mindfulness: body 
scan practice (completed nine times), Drop the story and Preparing for job interviews: nailing the 
interview (completed eight times each), as well as How to write a resume and Preparing for job 
interviews: getting your public persona ready (each completed seven times). 
Changes in Outcomes 
Five users from Cohort 2 were removed from subsequent analyses as they did not meet 
the minimum level of engagement; thus, the following analyses are for the engaged sample only. 
In regard to primary outcomes, reports of loneliness showed the largest improvement from 
baseline to mid-treatment (Table 3). Changes in perceived social support and relationship quality 
were in the expected direction from baseline to mid-treatment and post-treatment, although quite 
modest and were not maintained at follow-up (Table 3). 
Negative emotions showed the greatest reductions with moderate changes between 
baseline and mid-treatment and baseline and follow-up. Although, participants’ endorsement of 
negative emotions demonstrated small increases from baseline to post-treatment (Table 3). 
Involvement in Horyzons did not significantly impact the secondary outcomes of psychological 
wellbeing, positive emotions, or self-esteem among participants (Table 3).   
In general, exploratory outcomes showed the strongest effect at post-treatment, with 
greatest improvements in psychosis-related symptoms. Small-to-medium effect size 
improvements in depressive symptoms were also observed from baseline to post-treatment and 
baseline to follow-up. Finally, participants’ self-reported social functioning indicated slight 
improvements (Table 3). Post hoc tests on social functioning subscales revealed the Living Skills 
(LS) ability and behavior subscales evidenced the greatest improvement from baseline to post-
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treatment. Improvements in exploratory outcomes were generally maintained but attenuated at 
follow-up. 
Effect of Horyzons Usage on Outcomes 
Posting on the Café, commenting on others’ posts, and discussing an issue through the 
Talk-It-Out feature showed medium-to-high correlations with increases in psychological 
wellbeing and positive emotions as well as reductions in depressive symptoms and negative 
emotions (Table 4). Findings also suggested login frequency was significantly associated with 
improvements in psychological wellbeing for actively engaged participants. In contrast, actions 
completed, suggestions followed, and steps taken were not significantly related to changes in 




This study provides preliminary evidence that Horyzons is a feasible and acceptable 
intervention for individuals with FEP in the United States.  The overall retention rate across both 
cohorts (92.3%) indicated the intervention was well tolerated. This finding was supported by 
participants’ overall engagement and generally positive feedback about the platform.  
Preliminary results showed the greatest improvements in psychosis-related symptoms, followed 
by negative emotions, depressive symptoms, and loneliness.  Our preliminary findings also 
suggested active engagement in Horyzons was associated with enhanced social integration, 
improved psychological wellbeing, increased positive emotions, as well as decreased negative 
emotions and depressive symptoms.  
To our knowledge, this is the first online, strengths-based, social networking intervention 
to have been successfully implemented with FEP in the United States. Work by Schlosser and 
colleagues (2018) recently demonstrated the feasibility and acceptability of Personalized Real-
time Intervention for Motivational Enhancement (PRIME), an online therapy intervention 
delivered via mobile app. PRIME was designed to target impaired motivation through goal-
setting, achievement tracking, and individualized coaching. Key features that distinguish 
Horyzons from the few extant online interventions for FEP include its emphasis on 
characterological strengths, integration in coordinated specialty care settings, and use of a 
community of peers to reduce loneliness and improve social integration.  
Emphasizing strengths may provide the kind of support and encouragement needed for 
young persons with psychosis to better cope with symptoms and make progress toward 
personally-relevant goals (Browne et al., 2018). Overall, the breakdown of strengths selected by 
individuals in the current study corresponds well with endorsements from previous samples of 
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FEP participants (Browne et al., 2018) and normative groups (Seligman, Steen, Park, & 
Peterson, 2005). The power of enhancing strengths was also evident in feedback received from 
Horyzons users. As one active user noted, “I found the Talk-It-Out section and the Café most 
helpful because they helped me gain clarity on who I am and what I stand for.” 
Notably, moderate reductions in experiences of loneliness, depressive symptoms and 
negative emotions were demonstrated after only six weeks of platform usage. As research 
suggests psychological wellbeing is closely associated with mental health recovery in FEP 
(Browne et al., 2017), the fact that the number of logins and social networking components of 
Horyzons were related to improved psychological wellbeing is striking. Although we cannot 
draw firm conclusions about the mechanism of psychological change brought on by Horyzons at 
present, this finding suggests mere exposure to the site may provide benefits even in the absence 
of engagement with therapeutic content (e.g., steps/pathways) or prompted behavior change 
(e.g., actions). Notably, the current iteration of Horyzons precludes us from accurately recording 
the frequency with which clients complete actions. Changes in clinical outcome variables may be 
particularly encouraging considering this study recruited only stable outpatients currently 
receiving services at coordinated specialty care clinics.  
Our findings also suggest different ways of engaging with the platform seem to be 
associated with improvements in certain outcome variables such as loneliness and depressive 
symptoms. It may be the case that active users who were self-directed and navigated the site 
independently and according to their preferences experienced Horyzons as supporting their 
innate needs for autonomy, competence, and relatedness (Ryan & Deci, 2000).  It is also possible 
that users’ decision to utilize social networking features of the site, such as posting and 
commenting on the café or discussing issues and receiving support in a Talk-It-Out, may have 
 57 
been key to facilitating changes in outcomes. As individuals with psychosis tend to feel less 
comfortable and more threatened in the presence of others (Schneider et al., 2017), Horyzons 
may provide a sense of safety and community that values inclusivity, non-judgment, and support 
that may differ from other forms of social contact. Taken together, Horyzons, like most 
treatments, is not a one-size fits-all intervention.  
Limitations of the current study include a small sample size and lack of a control 
condition. The correlational nature of this research also precludes our ability to infer causation 
about any observed changes in outcomes. Additionally, the short duration of this study as well as 
the relatively brief follow-up period prohibits our ability to draw firm conclusions about the 
reliability and sustainability of relationships between Horyzons usage and outcomes. As such 
these findings should be considered preliminary. Moreover, assessments relied heavily on self-
report questionnaires, which can be greatly impacted by recall bias and/or respondents’ current 
emotional states (Michalska da Rocha et al., 2018).  Finally, the present findings should be 
interpreted with thoughtful consideration as outcome analyses included only individuals who 
reached a predetermined level of engagement with the platform.  
Despite these limitations, access to a moderated and strengths-based social media 
platform such as Horyzons may provide unique treatment benefits and serve as a supportive 
adjunct to care for clients currently engaged in treatment for FEP.  Identifying individual 
characteristics and contexts that indicate which persons may especially need or benefit from this 
type of intervention merits further investigation. Future research should also consider evaluating 
Horyzons in the context of a randomized controlled trial with the inclusion of a comparison 
group, which is currently underway at Orygen Youth Health in Melbourne, Australia (Alvarez-
Jimenez et al., 2018). 
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TABLES AND FIGURES 






(N = 19) 
Drop Out & Inactive 
Participantsa 
(N = 7) 
 n  % n  % 
Phase     
   Cohort 1 10 52.6 2 28.6 
   Cohort 2 9 47.4 5 71.4 
Gender     
   Male 12 63.2 7 100 
   Female 7 36.8 0 0 
Race     
   Caucasian 12 63.2 4 57.1 
   African American 









Ethnicity     
   Hispanic 1 5.3 1 14.3 
   Non-Hispanic 18 94.7 6 85.7 
Diagnosis     
   Schizophrenia 8 42.1 6 14.3 
   Schizoaffective 
   Schizophreniform 














   Atypical 
   Typical 













 Mean SD Mean SD 
Age (years) 25.16 4.05 24.71 2.29 
Education (years) 14.68 1.42 13.57 1.62 
Maternal Education (years)  15.53  2.06 13.71  2.43 
Paternal Education (years)  









PANSS (Trial 1 - Baseline)     
  Positive Total 13.50 2.68 12.00 5.66 
  Negative Total 14.30 4.06 28.00 0.00 
  General Total 
  Overall Total 














aIndividuals who dropped out of the study (n = 2) as well as persons who did not meet the minimum level of 
engagement in the platform (n = 5) 
Note: PANSS: Positive and Negative Syndrome Scale; BSI: Brief Symptom Inventory; Samples did not significantly 
differ in any clinical or demographic characteristics outlined above  
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Table 2. Horyzons Acceptability and Feasibility 
 
 
aPersons who did not meet the minimum level of engagement in the platform only (n = 5); these 
analyses did not include study dropouts (n = 2). 
bTotal items refers to the number of site activities completed by participants (i.e., sum of 
Actions, Comments, Talking Points, TIOs, Steps and Posts).  
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Table 3. Within-subjects Change in Outcome Variables (n = 19)A 
 
             Primary Effect Sizes (d) 
Measure (Visit) M SD BL - MT BL - PT BL - FU 
UCLA (BL) 28.74 17.00 0.27 -0.01 -0.05 
UCLA (MT) 24.21 15.68    
UCLA (PT) 28.84 15.66    
UCLA (FU) 29.63 17.22    
      
SPS (BL) 65.84 9.26 0.03 0.10 -0.18 
SPS (MT) 66.16 9.26    
SPS (PT) 66.79 10.15    
SPS (FU) 64.21 6.29    
             Secondary  
Measure (Visit) M SD BL - MT BL - PT BL - FU 
PWB (BL) 73.53 16.84 0.13 0.11 0.07 
PWB (MT) 75.74 12.08    
PWB (PT) 75.37 10.40    
PWB (FU) 74.70 15.68    
      
mDES Pos (BL) 26.63 9.08 0.06 -0.03 0.12 
mDES Pos (MT) 27.21 7.35    
mDES Pos (PT) 26.32 7.25    
mDES Pos (FU) 27.74 7.94    
      
mDES Neg (BL) 12.21 6.71 0.27 -0.19 0.27 
mDES Neg (MT) 10.37 7.42    
mDES Neg (PT) 13.47 8.64    
mDES Neg (FU) 10.37 7.77    
      
RSES (BL) 29.58 6.85 0.07 -0.02 -0.15 
RSES (MT) 30.05 5.55    
RSES (PT) 29.47 5.55    
RSES (FU) 28.53 7.49    
             Exploratory  
Measure (Visit) M SD BL - MT BL - PT BL - FU 
PANSS Total (BL) n = 10 59.30 9.36 -- 0.81 0.65 
PANSS Total (PT) n = 10 51.70 7.67    
PANSS Total (FU) n = 10 53.20 6.91    
     
BSI Total (BL) n = 9 47.67 37.27 0.19 -0.01 0.08 
BSI Total (MT) n = 9 40.44 28.42    
BSI Total (PT) n = 9 48.22 29.36    
BSI Total (FU) n = 9 44.67 21.75    
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BDI (BL) 13.84 11.33 0.30 0.04 0.14 
BDI (MT) 10.47 9.44    
BDI (PT) 13.37 10.01    
BDI (FU) 12.21 10.02    
      
FE-SFS Ability C (BL) 3.22 0.40 -- 0.05 -- 
FE-SFS Ability C (PT) 3.24 0.37    
FE-SFS Behavior C (BL) 2.93 0.41 -- 0.18 -- 
FE-SFS Behavior C (PT) 3.00 0.38    
A Active participants only included in above analyses 
C Composite Score 
Note: All Cohen’s d values represent magnitude of the change based on standard deviations from 
baseline. Positive effect sizes reflect improvements whereas negative effect sizes indicate 
deterioration. 
Note: UCLA Loneliness Scale (UCLA), Social Provisions Scale (SPS), Ryff Scales of 
Psychological Wellbeing (PWB), modified Differential Emotions Scale, Positive/ Negative 
Subscales (mDES Pos/Neg), Rosenberg Self-Esteem Scale (RSES), Positive and Negative 
Syndrome Scale (PANSS), Brief Symptom Inventory (BSI), Beck Depression Inventory (BDI), 
First Episode Social Functioning Scale (FE-SFS) 
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Table 4. Relationships between Usage and Changes in Outcomes (n = 19)A 
 
 
* p < .05, ** p < .01, *** p < .001 
A Active participants only included in above analyses 
Note: Primary Outcomes: UCLA Loneliness Scale (UCLA), Social Provisions Scale (SPS); 
Secondary Outcomes: Ryff Scales of Psychological Wellbeing (PWB), modified Differential 
Emotions Scale, Positive/Negative Subscales (mDES Pos/Neg), Rosenberg Self-Esteem Scale 
(RSES); Exploratory Outcomes: Positive and Negative Syndrome Scale (PANSS), Brief 









OVERVIEW OF STUDY 3: LIVED EXPERIENCE OF LONELINESS IN PSYCHOSIS – 
A QUALITATIVE APPROACH  
Aim: We used an emic perspective and qualitative approach to explore personal experiences of 
lonely feelings among persons diagnosed with a schizophrenia spectrum disorder.  We examined 
which aspects of living with psychosis were associated with perceptions of loneliness, including 
symptomatology, perceptions of extant social relationships, and disruptions in school or work, 
among others. 
Methods: Sixteen participants diagnosed with schizophrenia or schizoaffective disorder engaged 
in a semi-structured, qualitative interview focused on experiences of loneliness.  During the 
interview, participants were asked to comment on current activities and social relationships, 
including their perceptions of the quantity, quality and types of relationships central to their 
social network.  Important demographic and clinical information was acquired through 
communication with participants (e.g., duration of untreated psychosis) and/or through a review 
of their medical record (e.g., psychiatric diagnosis). 
Results:  Our analyses revealed four key themes related to loneliness across all participants.  
Namely, participants reported that aspects of the physical environment (e.g., financial 
limitations), social context (e.g., lacking a romantic partner), and psychological functioning (e.g., 
psychotic and low mood symptoms) facilitated or exacerbated lonely feelings.  Participants also 
commented on coping strategies employed to manage loneliness and provided suggestions for 
possible interventions. 
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Conclusions: Persons diagnosed with a schizophrenia spectrum disorder report significant and 
impactful feelings of loneliness. This study highlights the need for novel and effective treatments 





As a social species, human beings have evolved to function within collaborative social 
networks (Cacioppo & Cacioppo, 2014). As such, loneliness can be defined as the distressing 
emotional response to social disconnection or perceived deficiency in one’s social relationships 
(Peplau & Perlman, 1982).  Research on loneliness suggests individuals experiencing 
psychological dysfunction report significantly greater feelings of loneliness than normative 
groups (Badcock et al., 2015). These experiences may be particularly impactful for individuals 
with psychosis as the vast majority report loneliness and social isolation as a top-ranked barrier 
to recovery from mental illness (Morgan et al., 2017). 
Considering its prevalence and implications on health (Holt-Lunstad, Smith, Baker, 
Harris & Stephenson, 2015) and recovery (Roe, Mashiach-Eizenberg, & Lysaker, 2011), the 
concept of loneliness is receiving growing attention in the field (Lim, Gleeson, Alvarez-Jimenez, 
& Penn, 2018). Lim and colleagues (2018) recently proposed a preliminary theoretical model of 
loneliness in psychosis suggesting loneliness is related to various mental health and recovery 
variables, including significant associations between loneliness and wellbeing (e.g., quality of 
life), social perception (e.g., perceived discrimination), and psychopathology (e.g., symptoms of 
anxiety and depression). Although this systematic review was able to highlight important 
patterns of associations with loneliness in this population, details about how individuals with 
psychosis perceive, process and cope with these experiences remain unknown (Lim et al., 2018). 
Unlike anxiety, depression and other more prevalent diagnoses, schizophrenia remains 
exceptionally elusive and stigmatized (Woods, 2011). Qualitative studies offer a unique 
opportunity to elucidate the lived experience of a psychological disorder (McCarthy-Jones et al., 
2013). Methodologies employed in qualitative research also facilitate a more central and active 
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role for clients to assess and describe their own experiences (Hohmann, 2002). In clinical 
research, these techniques allow clients’ responses to guide the development of testable 
hypotheses and refine theoretical explanations of a construct of interest (Bendassolli, 2013). 
Despite the advantages of qualitative methods, this approach to understanding loneliness has not 
been followed in schizophrenia research. 
In the context of social scientific research, an “emic” approach involves understanding at 
the level of the individual whereas an “etic” perspective is taken by an observer (“from the 
outside looking in”) (Tinker & Armstron, 2008). Emic approaches such as in-depth interviews 
may be a particularly useful way to elicit descriptions of loneliness that are not bound to 
definitions proposed by professional researchers or mental health care providers (Barg et al., 
2009). Etic approaches, in contrast, involve the use of self-report questionnaires and other 
measures developed by researchers with an “outsider” status (Tinker & Armstron, 2008). 
Employing an approach that incorporates an emic perspective may provide a more accurate, 
nuanced understanding of the personal experience of loneliness within the context of the greater 
loneliness literature. Incorporating this strategy may also allow for more person-centered 
assessment and individualized treatments designed to alleviate the impact of loneliness on 
persons with psychosis. 
In the late 1990’s, the National Institute of Mental Health (NIMH) funded the creation of 
Patient Outcomes Research Team (PORT) studies, one of which aimed to identify and promote 
the use of empirically supported treatments for schizophrenia (Lehman & Steinwachs, 1998).  
The updated Schizophrenia PORT recommendations revealed the need for additional treatment 
targets and benefits of individualized service provision (Kreyenbuhl, Buchanan, Dickerson, & 
Dixon, 2010). This large-scale systematic review also highlighted a paradigm shift in 
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professional considerations of primary outcomes in the schizophrenia treatment literature.  
Specifically, schizophrenia was previously conceptualized as a chronically severe mental illness 
and treatment centered around ways to ameliorate the personal, familial and societal impacts of 
long-term disability (Kreyenbuhl, Buchanan, Dickerson, & Dixon, 2010).  The field has evolved 
such that currently recommended treatment approaches focus on collaborative decision-making, 
individualized care, symptom remission and recovery from mental illness (Warner, 2009). In 
order to implement these recommendations, clinicians and researchers need to find ways to “give 
voice” to clients by providing a platform to share their ideas, actively listening to their 
perceptions of recovery, and valuing their preferences for treatment. 
Part of the difficulty in developing accurate assessment and generating effective, person-
centered treatments for loneliness in this population is two-fold. First, the field has yet to distill 
what aspects of having a psychotic illness impact the severity and frequency of loneliness on the 
level of the individual. Second, we currently lack a cohesive and clear view of how persons with 
psychosis perceive and manage lonely feelings. With this in mind, the current study aims to 
employ an emic perspective to systematically evaluate the lived experiences of loneliness in 
psychosis. We utilized a qualitative approach to investigate how participants describe their 
experiences of loneliness. We sought to examine which aspects of living with psychosis impact 
perceptions of loneliness, including positive symptoms (e.g., paranoia/suspiciousness, 
hallucinations), negative symptoms (e.g., anhedonia, amotivation), interruptions in work or 






This study employed exploratory, qualitative semi-structured interviews conducted with 
individuals diagnosed with a psychotic disorder currently engaged in treatment at the 
Schizophrenia Treatment and Evaluation Program (STEP) clinics in Carrboro and Raleigh, North 
Carolina. All interviews took place between August 2019 and January 2020. We used a 
combination of inductive and deductive thematic analysis approaches to analyze participant 
responses. This process of analysis allowed for the identification of themes to stem from our 
current understanding of loneliness in psychosis as well as data collected through semi-structured 
interviews with clients (Fereday & Muir-Cochrane, 2006). The design, materials and procedure 
for the current study were reviewed and approved by the Institutional Review Board at the 
University of North Carolina at Chapel Hill before any participants were approached or recruited 
for the study. 
An advanced graduate student trained in qualitative interviewing techniques conducted 
each interview. Kelsey Ludwig (KL) is a clinical psychology doctoral student with varied 
research and clinical experience.  Specifically, KL has experience coordinating and 
implementing psychosocial interventions and conducting qualitative interviews with individuals 
experiencing psychosis. She also specializes in the diagnosis, assessment and treatment of 
persons diagnosed with a schizophrenia spectrum disorder. 
Participants  
Individuals were approached and selected for participation in semi-structured interviews 
aimed at exploring social connectedness and feelings of loneliness in psychosis. Any 
psychiatrically stable client currently receiving care for a psychotic disorder at the Schizophrenia 
 72 
Treatment and Evaluation Program (STEP) clinics were considered eligible for participation. 
Participants were considered ineligible for participation based on: 1) presence/history of 
intellectual disability (IQ < 70), 2) presence/history of traumatic brain injury, 3) evidence of 
severe, non-nicotine substance use disorder in the past six-months, and/or 4) overall rating less 
than 6 on the Three-Item Loneliness Scale (Hughes, Waite, Hawkley, & Cacioppo, 2004).  
Evidence of substance dependence was collected from patients’ healthcare providers, via chart 
review, and/or through alcohol and substance use disorder modules of the Mini-International 
Neuropsychiatric Interview (MINI; Sheehan et al., 1998).  
In regard to initial contact about the qualitative interviews, the primary interviewer (KL) 
or a research assistant in the Penn Lab (Madalyn Arles, MA) met with potential participants in-
person or contacted them via phone.  Most participants were first approached for participation by 
providers at STEP whereas others self-referred, meaning they were able to review information in 
research study flyers and contact the study coordinator to determine eligibility for participation. 
All participants provided signed informed consent before being interviewed in a private room at 
STEP or the Department of Psychology and Neuroscience at the University of North Carolina at 
Chapel Hill. All interviews were audio-recorded, uploaded to secure drives and accessed only by 
members of the research team. Audio-recordings and transcriptions were labeled with subject 
numbers, interviewer initials, and interview dates only. 
In order to thoughtfully guide recruitment targets for this project, we used a combination 
of ‘informational redundancy’ and ‘information power’ during the data analysis process 
(Vasileiou, Barnett, Thorpe & Young, 2018).  Informational redundancy refers to the repetition 
of themes and non-discovery of new themes as the data collection process unfolds. In contrast, 
information power reflects the potency of an interview, or the extent to which a participant 
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provides deep and poignant responses during the interview process.  For this investigation, 
several participants had been involved in previous research studies conducted by the Penn lab, 
with over half the interviewees (n = 9, 56.3%) having previously met and interacted with the 
primary interviewer (KL). As such, rapport may have been more easily established in this 
context, thus likely facilitating lengthier responses and elaborate explanations of information 
provided by interviewees than what may have been possible in other contexts. 
Topic Guide and Data Analysis  
The content of the initial interview guide was informed by the currently available 
literature on correlates of loneliness in psychosis (Lim et al., 2018) as well as a recent 
examination of clinical variables associated with loneliness in this population (Ludwig et al., in 
press). Topics covered within the interview included opinions about the origin of the individual’s 
loneliness, personal descriptions of occasions during which these feelings were the most salient 
or impactful, symptoms that may maintain or exacerbate his/her/their lonely feelings, as well as 
consequences of loneliness (See Appendix). A qualitative research specialist at the Odum 
Institute at the University of North Carolina, Paul Mihas (PM), advised the generation of initial 
question categories, flow, and language of each item. Prior to approaching participants, we 
completed an iterative process of developing and refining the interview guide for conducting 
interviews with clients. 
After developing the topic guide, we elicited feedback about interview items from an 
expert loneliness researcher Michelle Lim (ML) and qualitative research specialist (PM).  Their 
feedback was incorporated to facilitate the refinement of content areas according to their 
suggestions.  Finally, authors administered the semi-structured interviews to volunteer research 
assistants (n = 2) to ensure clarity, conciseness, and flow. After the preliminary interviews were 
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completed, the guide was reviewed and refined, with greater focus given to emerging themes 
with subsequent interviews.  Specifically, we added items related to the lack of important types 
of relationships, such as a romantic partner, and provided relevant examples of the ways in 
which aspects of one’s identity may impact their experience of loneliness. 
As mentioned previously, interviews were recorded and transcribed, with identifiable 
data removed during the transcription process. After interviews were transcribed and de-
identified, the investigators conducted the interviews and analyze the data through an iterative 
process. After completing an initial batch of interviews (n = 4), the research team met to identify 
possible preliminary themes and generate hypotheses. Additional interviews were conducted 
until saturation or theoretical sufficiency (Nelson, 2017) of the main topic areas was reached. 
Following the completion of interviews, KL and PM began constructing the coding 
framework using NVivo 10 (QSR International, 2012) through the process of multiple coding 
(Barbour, 2011; Brandrett et al., under review).  Next, two members of the team, KL and Ben 
Brandrett (BB), coded the interviews independently in order to generate a list of preliminary 
codes. Next, the two coders then met to discuss the codes identified, identify areas of agreement 
and discrepancy, and reach consensus on application of the code. These codes were then sorted 
into candidate themes and refined with the aim of maximizing external heterogeneity and 
internal homogeneity (Braun & Clarke, 2006). After the coding framework was developed and 
discussed, the principal investigator, David Penn (DP), examined the content before main themes 







Sixteen participants completed the semi-structured qualitative interview about lonely 
experiences (See Appendix). All participants involved in this project were engaged in treatment 
at the Schizophrenia Treatment Evaluation Programs in Carrboro and Raleigh, NC.  The average 
duration of involvement in the recorded interviews was 54:50 minutes (SD = 11.43 minutes; 
Range: 39:03 to 79:33). Most participants identified as male (n = 10, or 62.5%) and Caucasian (n 
= 12, or 75%). The average age of participants was 39 years (SD = 7.15 years). All participants 
were clinically stable (i.e., no psychiatric hospitalizations in the past 3 months) and had a 
diagnosis of schizophrenia (n = 7, or 43.7%) or schizoaffective disorder (n = 9, or 56.3%).  
Although no participants met criteria for current substance use disorder, approximately a third (n 
= 6, or 37.5%) identified as being ‘in recovery’ from substance use.  Additional demographic and 
clinical characteristics of the sample are presented in Table 1.  
Key Themes 
Primary themes that arose during the coding procedure included: (1) Characteristics of 
the Physical Environment, (2) Aspects of the Social Environment, (3) Psychological Variables, 
and (4) Coping Strategies that impact the experience of lonely feelings. In regard to these 
categories, sub-themes were understood as either facilitators of more intense or frequent feelings 
of loneliness, or protective factors that appear to ameliorate lonely feelings.  Figure 1 includes a 
graphical display of the codes generated across interviews whereas Table 2 reflects the process 
used to establish saturation for each primary theme and sub-theme.  
1. Characteristics of the Physical Environment  
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 For the purposes of this study, the physical environment was conceptualized as external 
aspects of one’s environment that are not directly related to their social context.  These 
characteristics can be tangible, such as access to a car or bus for transportation purposes, or 
intangible, such as monetary income or financial stability. 
1a. Constrained Resources 
Consistent with results from the Survey of High Impact Psychosis (SHIP) study (Morgan 
et al., 2017), our findings suggest participants diagnosed with a psychotic disorder consistently 
described feeling unable to connect with new people and adequately engage in social activities 
due to financial limitations and issues with transportation. The following quote highlights the 
impact of perceived economic instability and transportation issues on the rise of lonely feelings: 
8011: [Finances and transportation] both get in the way.  Like, going to the bar or going 
bowling or something… going to the movies, it’s expensive.  I know my boyfriend’s 
friends always want to go somewhere but we’re like ‘let’s play poker or get a Redbox 
[movie] or something’ [to save money]… And, you know, with my job, I can only work so 
many hours a week because I can’t handle the stress of a big, longer job.  So we can only 
get so much money and the finances stress me out.  And everything builds around how 
much you can do and what fun you can have, you know, it just sucks.  I wish I could work 
longer but it’s hard to have. I work every other day and I would rather work every other 
day so I can recharge between. 
Furthermore, many interviewees were economically inactive at the time of the interview 
and described their primary source of income as stemming from disability payments and/or 
financial support from family members.  
1b. Recreation and Work 
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In contrast, individuals who participated in the study described having a place to go, 
outside of the home, as helpful at alleviating loneliness and providing a sense of purpose.  Most 
often, participants described running errands, completing work-related activities, or engaging in 
recreational activities as a way to protect against or diminish the intensity of lonely feelings.  For 
individuals who were working at the time of the interview, the primary types of employment 
included unskilled labor positions (e.g., working part-time in a restaurant, packing and delivering 
produce) or more specialized positions with limited meaningful contact with other people (e.g., 
examining and repairing machines for a technology company). In contrast, economically inactive 
participants described feeling a sense of loss related to not having a place to go during the day 
and yearned for the sense of accomplishment that comes from working independently.  One 
participant who recently lost his position as an educator explained: 
8016: I try not to talk about [loneliness] because I think people won’t care… it’s like 
tiring to hear.  SPOUSE gets tired and a little irritated. She’ll say, ‘well you don’t have 
to go to work, you don’t have to do anything.’  It is hard; I would rather work. I hate not 
working.  That’s why I wanted to get off disability and work full time.  It would give me 
purpose, drive.  It would feel good to make money, and I would have money to do stuff.  
I’d be around people.  I was talking to this guy at AA who didn’t know I wasn’t working, 
and he was like, ‘you’re getting work, so you see people and stuff, right?’ You go to work 
not just to make a living but so that you have people to check in with. People see you and 
know that you’re okay and you do something meaningful.  Even if I worked as a package 
handler, it would be meaningful because I would get into it. Even something that just gets 
you paid.  I would feel like I’m contributing to our household because right now I feel 
like I’m not contributing. 
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1c. Household Composition and Housing Situation  
Additionally, the housing situation for persons experiencing psychosis in the United 
States can vary greatly according to geographic location and availability of affordable housing as 
well as the individual’s socioeconomic status and psychiatric stability. The individuals 
experiencing psychosis who participated in this project reported living in residential facilities, 
privately owned homes with family members, an apartment with roommates, or independently in 
a house or apartment.  Our findings suggest household composition – including the quantity and 
kinds of relationships – were related to feelings of loneliness much less than the perceived 
quality of the relationships.  Not surprisingly, participants expressed increased loneliness when 
they perceived contact with household members as inadequate in frequency, connectedness, 
depth or encouragement.  As one participant who lives with his parents and younger brother 
noted, 
8008: Me and my father, we’re okay. Me and my mother, we’re real good. Me and my 
brother, we love each other but we’re distant.  [My dad] doesn’t feel well.  I have older 
parents and he’s kind of crotchety.  I like to call him… you know the muppets with the 
two old guys in the corner up there?  That’s kind of like him.  We [don’t have 
conversations] but we’ll do other stuff like watch a movie or a sporting event, go to the 
movies. It’s not a talking thing… And [my brother] lives upstairs now. He’s younger, XX 
years.  I’m not very close with my brother. I love him but we’re just distant. He kind of 
pulled away.  We moved down here [in high school] and since then, he kind of pulled 
away from us. It’s been rough.  Addiction… he’s better now but it was hard, it was hard 
for all of us.  But he made it through.  We’re close to each other but we don’t talk.  We 
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talk a little bit but there’s a bond there and when shit hits the fan. You have to work 
toward being friendly, but it’s harder when shit hits the fan. 
 A number of participants also commented that lacking independence and feeling unable 
to make autonomous decisions around their living situation contributed to lonely feelings.  
Specifically, four participants noted that they live in supported housing or a residential facility 
that limits their ability to feel “in control” over their housing status and who they may invite into 
their homes.  As noted by one participant: 
8014: I’ve been spending my time very alone in my apartment lately. I’m pretty lonely 
inside my apartment because I’m by myself.  I don’t have… nobody can swing by because 
they say nobody can come inside my apartment.  My neighbors can have me, but I can’t 
have them over.  They said that it’s not safe [to have people over]. 
2. Aspects of the Social Environment 
The social environment can be defined as any features of one’s social context, including 
interpersonal relationships and relational milieu.  Based on the qualitative nature of this study, 
specific characteristics of the social environment are based on participants perceptions and 
subjective experiences.  In general, this category refers to the quantity, quality, type and stability 
of social connections but it can also refer to more complex social phenomena such as social 
capital and community integration (Woolf & Aron, 2013). 
2a. Solitude versus Proximity to Others   
Several participants also indicated that proximity to other people, in passive or non-social 
ways, was an effective strategy for managing lonely feelings.  To combat loneliness, one 
participant described “try[ing] to reach out and just go around people.  I try to distract myself 
anyway I can… I still crave that companionship, so I go to the mall sometimes.” (8001).  
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Another participant explained that loneliness is “more intense when I am physically alone… 
even more so at night because I am not around people and unable to reach out to people. 
Sometimes I’ll go to church or read in a coffee shop just so that people are there.  Being around 
people definitely helps” (8013).  Relatedly, unwanted solitude appears to instigate or exacerbate 
lonely feelings in this population.  As two participants explained, 
8003: The worst is when I’m at home alone.  BEST FRIEND and HOUSEMATE are gone 
and the only other person there is staff. So I have no one to talk to and I don’t always 
cope so well.  I don’t always start thinking about suicide, of course, but sometimes I wish 
I wasn’t there and want to be away from this… It’s the worst that I get. 
8016: [In my early thirties, before] I met PARTNER, there was like a 4 to 5 year period 
when I was really isolated.  I was involved in MENTAL HEALTH CLINIC and 
horticulture therapy but… I just spent a lot of time alone and then I lost a romantic 
relationship with this woman, NAME. I was really, really isolated and I didn’t work for 
two years at all.  I was living alone and didn’t leave my house.  I just felt really, really 
lonely.  It was like a deep hurtful kind of loneliness.  Painful and I wanted to escape it so 
badly.  There was like a sadness or desperateness around me, which resolved when I met 
my current spouse.  That’s what I needed.  I needed someone to really care and be there 
for me all the time.  The closest thing was that I had staff that worked with me because I 
needed the connection but at some point… A FEW YEARS AGO when I started going to 
CLUB HOUSE, some of it resolved but it wasn’t that deep connection with someone who 
really understood me and was living a similar life to mine, someone who cared about me. 
8012: It’s weird, I’ve noticed this… even when I’m around people, sometimes I feel like I 
want to go home for some reason. I almost want to be by myself. I don’t understand that. 
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I feel like I want to be by myself, but I know that doesn’t get me anywhere socially. 
Maybe it’s just because I’ve been isolating myself so much that it’s hard for me to get out 
of it. 
These quotes may also emphasize the tendency for persons with psychosis to self-isolate 
when they are not doing well.  In this particular example, the participant describes a specific 
event – losing employment – as the stressful impetus leading to isolation whereas other 
participants described opting for or drifting into solitude for less concrete causes.  For example,  
some individuals reported a general sense of ‘overwhelm’ or perceiving social interactions as too 
anxiety-provoking, stressful and effortful.  Additionally, a number of participants endorsed 
having the experience of feeling quite lonely and socially disconnected despite being surrounded 
by other people.  One particular participant commented that – because he has a roommate, works 
at an office with many colleagues, and regularly attends community events – he is rarely 
physically alone, but feels lonely quite often.  When asked about a recent time he had this 
experience, the participant explained: 
8005: It was like just last night at the meeting. I had been not feeling well on Saturday 
night. Somebody saw me there, he said, ‘Are you still not feeling well because you didn't 
look very good? Are you sure you sure you should be here?’ And, uh, it was out of 
concern, but it was mostly out of concern for himself, for him, not for me. And, um, I'm 
like, ‘No, no. The reason, the reason why I'm out here getting some air is, because I left 
work early because of the fumes.’ It happens sometimes. I was just sitting there one of the 
people who's been kind of weird to me in the past, he's like. ‘Oh, good to see you. It's 
good to see you coming back around here more’ But then after that, I'm not expecting 
[him] to strike up a conversation cause he's not that sort of a person. But, after that, 
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people were like chatting before the meeting. You know, I was, I was just there, like a 
bump on a log, and it seemed to be one of those situations where I was like alone in the 
crowd which happens a lot. 
2b. Peer-based versus Normative Relationships 
 In general, participants commented on the relationship between lonely feelings and 
deficits in the current quantity, quality and kinds of relationships in their lives.  Several 
individuals reported that their social network consisted primarily of individuals who also 
struggled with mental health issues, specifically severe mental illness and/or substance use 
disorders. Although comments supported the idea that having a peer community involves many 
benefits, including increased structure (e.g., attending Alcoholics Anonymous meetings, visiting 
Club Houses during the day) and regularity of social contact, many participants endorsed 
wanting to engage with individuals outside of their peer community.  As noted by one 
participant, 
8007: You know it feels really good to be around ‘normal’ people. I’m like, for that 
matter, who’s normal? But someone that’s a non-alcoholic or whatever. When you’re out 
there in the real world, working, you’re not in this protective meeting where everyone’s 
like you. You’re not in group therapy and everyone has the same mental health diagnosis. 
You’re out mixing in the community and being human, you’re not labeled necessarily. I 
don’t even think they know [we go] to meetings and stuff, so it’s like you’re just you. No 
label. And that was refreshing, and I’ve heard other people say that too, like, oh my god, 
I’m out and just being a normal person without this label on me. 
In addition to hoping that developing friendships with persons without substance use 
problems and/or severe mental illnesses may facilitate deeper conversations and more 
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meaningful connections, participants also expressed intense nervousness about the prospect.  It 
appears that establishing new relationships often seems difficult for persons with psychotic 
disorders due to worries about the potential disclosure of mental health issues and impact of 
symptoms on successfully connecting with others.  The following quote demonstrates the 
potential benefits of ‘normal’ relationships, but also underscores the extent to which mental 
health issues may pose significant barriers to maintaining relationships or expanding the social 
network of persons diagnosed with a psychotic disorder: 
8003: It would be nice to connect more with middle-aged people and see what they think, 
and what they talk about.  What it’s been like for them.  More normal relationships rather 
than relationships based on CLUB HOUSE or with mental health workers… It would be 
nice to just have someone to talk to and shoot the breeze, but I honestly don’t know how 
to talk to someone without a mental illness or people who don’t understand it… It would 
take a lot of courage to do that.  I would worry that I would look strange because I shake 
so bad. Not all the time. I don’t know how to talk to people.  
2c. Relationship Disruption or Discontinuation 
Most also indicated that relationships with friends and family had significantly changed 
over time, often in ways that participants described as a source of distress or precluded 
continuation of the relationship.  Specifically, participants noted that they were most impacted 
when they perceived imbalances in a relationship that contributed to its eventual dissolution.  
Several participants also noted that acute episodes of psychosis, especially early in the course of 
illness, may contribute to the dissolution of friendships. 
8009: No, not anymore.  They just… I was going through a rough time with my illness 
and sort of scared them off. I had bad depression and paranoia and accusing them of not 
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being my true friend.  I just put them thought a lot and I don’t really want friends 
anyways.  [I treated them] like crap.  [Now] it seems like too much work. 
8011: I’ve never had super close friends.  I’ve had friends, but like, I was like eighteen.  
They sort of stopped being my friend when I was diagnosed.  It was a long time since I 
had friends and, like, right now is the most friends I’ve ever had.  And I don’t even have a 
close friend who knows about everything… The people at PSYCHOSIS GROUP 
PROGRAM know [about my illness] but FRIEND FROM WORK doesn’t… They 
understand what you’re going through whereas WORK FRIEND may not understand or 
might take it differently. 
2d. Relationship Dissatisfaction and Conflict 
Relatedly, several participants commented that feeling misunderstood and/or 
underappreciated by loved ones triggered loneliness for them. Our analysis revealed that these 
feelings were particularly impactful when participants with psychosis endorsed feeling 
overwhelmed by the demands of others.  For example, one participant noted: 
8007: I really have to say no when I really think about it because I don’t have [close 
friends].  There are people that are ‘close’ but maybe they’re really not because this 
other person I had to cut off I thought was a close friend, but I discovered later that we 
really don’t have that much in common.  She called me a nasty name because I wouldn’t 
give her a ride somewhere.  Through a text and for lack of a better way of saying it, she 
was acting like a spoiled brat and I was constantly helping her.  It just became one-sided 
but when I needed a ‘friend,’ she wasn’t there for me; either she just wasn’t or wasn’t 
able to reciprocate.  Just not at the same place because she was constantly relapsing and 
 85 
I was not drinking, trying to help her, give her rides to meetings, this that and the other.  
And just also, she ended up taking me for granted and it wasn’t a mutual thing anymore.   
Even in situations where a person may typically value and feel supported by an important 
person in their life, situational and contextual influences such as a recent argument or an 
exacerbation of mental health symptoms may impact someone’s current level of relationship 
satisfaction.  The following quote highlights the impact of these factors on one’s ability to 
meaningfully connect with a loved one: 
8016: We’re trying to make Tuesday night our date night, but my spouse has their own 
problems.  It’s hard to get them to go out and do stuff, which is adding to the conflicts in 
the relationship.  I don’t know… I don’t know why it is but they’re not motivated, they 
have anhedonia or whatever that is.  And I want to get out and do stuff, but they also 
work; they’re working full time and their argument is they’re working full-time and I’m 
not.  We do spend… well, the relationship is on such bad terms right now, but we do 
spend time together.  But a lot of time it leads to fighting, but we’ll watch TV together 
and stuff.  We would get in fights while I was driving, and I have problems driving while 
I’m upset because I’ve gotten into accidents before.  I’ll get worked up or have mood 
problems.  Sorry, it’s just too stressful to talk about my relationship right now. 
2e. Absence of a Companion or Romantic Partner 
 Notably, nearly all men who completed the interview identified the lack of a romantic 
partner as a significant contributor to lonely feelings.  Although many participants indicated that 
being physically intimate is a unique and desirable aspect of romantic relationships, they posited 
that the emotional intimacy and social support aspects were of great importance.  However, 
many individuals noted that there are several barriers to finding a partner, including financial 
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limitations as well as inexperience, uncertainty and insecurity around dating. As two participants 
explained,  
8008: I would like companionship with a woman.  I just like the idea of being close and 
people being nice to you.  And you share your life with that person. There’s a bond 
there… I always see boys and girls, girls and boys holding hands places… That kind of 
makes me feel lonely.  I just thought, ‘if he can get a girl, I can get a girl. What’s wrong 
with me? I can’t get a girl.’ I mean it’s pretty much every day that this makes me feel 
lonely. 
8003: Well, I’m single and that probably contributes to loneliness.  I think, ‘Well, that’s 
just how it’s going to be.’  If I haven’t found anyone by now, I’m probably just going to 
stay single.  Um and I don’t have any money to take anyone out on a date.  It would be 
nice, but it just doesn’t seem realistic.  I live in a group home and there’s no privacy.  I 
have my own room, but I just can’t imagine a decent woman wanting to go out with me to 
be honest with you.  Unless she just wants friendship, but I don’t have enough money to 
support a relationship and activities and stuff to do.  I don’t have the energy either.  I’m 
doing as much as I can, and I don’t think I can handle a relationship.  Granted, I used to 
think, ‘I want to have sex, but gosh, I don’t have anyone to have sex with.’  But now I’m 
in middle age and don’t think about it so much… I want the emotional part.  I don’t need 
one-night stands.  That’s not what I’m into.  I want a romantic partner with a woman, or 
partner I guess is what they say these days.  I think I want… my plan is to stay single 
until my mom dies and then I’ll have money.  I don’t want to go through that but maybe I 
would have the money, means and desire to have a close romantic relationship with a 
woman around my age.  I don’t even know what to do at this point.   
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3. Psychological Variables 
This category is expansive and can include any aspects of a participant’s internal 
experience, including mental health symptoms, personality traits, and attitudes.  These 
characteristics can be acute or temporary, such as a specific thought or emotion, or more chronic 
and persistent, such as sequelae of trauma and internalized stigma. 
3a. Negative Emotions 
Similar to findings from previous research studies examining the experience of loneliness 
in psychosis (Ludwig et al., in press; Michalska da Rocha et al., 2018; Sündermann et al., 2014), 
participants’ descriptions of lonely feelings were associated with the concurrent experience of 
other negative emotional states, including anxiety, depression, paranoia, and guilt.  Of note, 
participants’ narratives detailing recent lonely experiences revealed complicated relationships 
between loneliness and thoughts related to paranoia and social anxiety.  It appears that these 
findings support research suggesting the relationship between loneliness and paranoia may be 
partially mediated by anxious distress (Sündermann et al., 2014).  The complex relationship 
between loneliness and negative emotional states is reflected in the following quotes from two 
interviewees: 
8003: Well, some of it could be paranoia and thinking people are talking about me. Stuff 
like that.  I try to tell myself, I can’t really hear what they’re saying so why should I 
worry about that?  It’s not interesting to talk about.  I feel a lonely, but it helps when I 
test reality.  When I do think they were talking trash about me, it might seem different 
when I come into the room with them.  Yea… It could just be my mental illness that has 
the depressive side to it.  If I’m manic or hypomanic, I don’t really get manic as far as 
selling everything and moving to Las Vegas.  I have a lot of guilt over the past and 
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sometimes it hits me like a ton of bricks.  Like, I’ll think, ‘Did I really do that?  What was 
I thinking?’  I am able to be totally honest about things that I used to keep secret.  It’s 
freeing in a way and a lot of people don’t understand that.  Keeping it in makes it worse, 
and it’s like a habit on their back. But there’s still a lot of guilt over past drug stuff. 
8011: My friends live in [another town] so my boyfriend invites his friends over.  
Sometimes I feel like the odd sheep out when they come over.  I feel like, ya know, like I 
shouldn’t be there, or I don’t know… He invites the same people over but they’re not my 
friends and I don’t, I just, I do feel lonely and I don’t feel like I should be there.  I feel 
like they don’t want me there and I’m just in the way… I think they’re talking about me 
behind my back or I’m not doing something right.  It’s weird how you connect that to 
loneliness, but yea. 
3b. Internalized Stigma  
Self-stigma, specifically the perception of oneself as ‘abnormal’ or different and distant 
from others, also emerged as an important psychological variable related to the experience of 
loneliness endorsed by participants in the current study.  This pattern reflected the experience of 
“existential loneliness,” or the concept that lonely feelings may be triggered by thoughts that no 
one will be able to understand their experience or completely take their perspective on important 
issues. As noted by the following participants, 
8002: I feel like I'm alone and I am the only one with a mental illness. I know that may 
not be true, but I feel isolated because of my mental illness. I am afraid of getting too 
close to people because I have to tell them about my disorder. 
8004: I wouldn’t want to talk to someone [without a mental illness]. They wouldn’t 
understand. They may be afraid of me. Some don’t treat me like a normal person. 
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8007: One, not recognizing and the stigma behind it.  If you tell a friend…. There’s this 
idea that if you’re feeling lonely that there’s something wrong with you. I guess it’s also 
the vulnerability, it’s an ego thing, a confidence. If I say that I’m feeling lonely, it makes 
me feel like I’m not as desirable as a person, as a friend, or even as a romantic type. 
Because if you’re lonely, you’re not… it’s a little bit if a stigma, it could be seen as a 
defect.  In the past, I’ve been guilty of that myself because I’ve heard other people saying 
they’re lonely and… I guess because they make themselves feel vulnerable.  Granted, I 
can think back to when I was a teenager, when I was a lot less mature.  I can think back 
to a boyfriend, when I resented it because… I almost lost some respect for the person, 
which is kind of sad. But I also think it can be manipulative, like they would say, ‘I’m 
lonely, like you need to spend time with me.’ 
8013: I feel like I don’t have people that understand me. I am high functioning but have 
mental illness so there are not people that I can relate to. People don’t understand me. 
4. Coping Strategies 
For the purposes of this study, coping strategies were defined as anything that 
participants described as a way to cope with or manage lonely feelings.  This category included 
any actions or behaviors, ‘anything you do that makes you feel more connected or less lonely,’ as 
well as any thoughts or self-talk, ‘anything you tell yourself to feel better’ when experiencing 
loneliness.  Participants were also asked to reflect on possible solutions or resources that could 
alleviate feelings of loneliness, even those currently unavailable or unutilized at the time of the 
interview. 
4a. Therapeutic Coping Strategies – Currently Employed 
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Not surprisingly, many participants commented on the benefits of therapy and indicated 
that they have learned coping strategies to help manage negative emotions, including loneliness.  
Specifically, participants described labeling and accepting emotions, engaging in mindfulness or 
meditation, employing distraction strategies, and utilizing independent and informal cognitive 
restructuring techniques (e.g., reality testing) to reduce loneliness.  Others indicated praying or 
focusing on spirituality and religious beliefs were protective factors that made them feel less 
lonely and more connected.  Nearly all participants reported that sharing their experience with a 
trusted person, occasionally a family member but most often a mental healthcare worker, was the 
most effective strategy for reducing loneliness.  The heterogeneity of coping strategies recalled 
by participants at the time of the interview can be seen in the following comments: 
8002: I just kind of remind myself that I can't worry about how other people perceive me. 
If you do that you are going to end up hating yourself. I am connected to a higher power. 
My higher self speaks to me even when I am physically alone, and it reminds me that I am 
not alone because they are with me. They remind me of some of the things I know but 
didn't think in the moment. They are positive and supportive… or I leave my house and 
drive to get coffee and drive down this certain route and listen to praise and worship 
music on my way and on my way home. 
8009: I would tell THERAPIST that doing this study made me realize that I do experience 
loneliness and tell her the situations that cause it and stuff… It’s just recently that I 
thought about being lonely.  I’ve had the feelings and everything, but I never really sat 
down and really thought about it until this study.  I see my therapist next week and I’ll 
definitely [chat with her about it]. 
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8011: Maybe a little bit to my PSYCHOSIS GROUP PROGRAM friends.  It went good– I 
just told them some of the scenarios...  Talking about it helps and yea, they respond in a 
way that feels good. [My therapist] is very helpful.  She comes up with ideas about what I 
could do, like journaling or coping.  Maybe getting my mind off of it, stuff like that. [But 
with my family] it’s something we don’t really talk about and it’s kind of weird how we 
don’t.  I just don’t want BOYFRIEND to think that I’m lonely because I don’t want him to 
think he’s doing a bad job.  I do the same thing with [my mom], I don’t want her to worry 
that I’m lonely. 
4b. Participant-generated Solutions – Potentially Useful  
Finally, participants were asked to generate ideas for an ideal solution (“either a program 
or resource”) that they believed could help them feel less lonely.  Although responses covered a 
range of potential intervention targets, the suggestions that were mentioned by several 
participants included working closely with an individual therapist or peer to create a “safe space” 
to discuss experiences that contribute to loneliness, process lonely feelings, as well as learn and 
practice newly acquired coping skills.  Several individuals also considered the potential benefits 
of group-based psychotherapy and support groups, especially those focused on helping clients 
make progress toward specific social goals.  For example, participants expressed interest in 
opportunities to engage in conversations with persons at similar stages of recovery from mental 
illness, taking part in organized recreational activities (e.g., game nights), and attending 
support/skills groups for clients interested in (online) dating.  The following quotes demonstrate 
the range of recommendations described by participants: 
8014: I think it would be nice for [a therapist] to give me the steps and we could talk 
about them. I feel like it would be easier to work with someone I see more frequently. 
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8001: I think challenge therapy helps… like a dating group or something like that, 
pushing you out of your comfort zone and making an action plan. Realizing that other 
people have insecurities [would help]. So maybe talking about our insecurities even 
though it’s hard to talk about but might be freeing to talk about them too. I think working 
on this with many [people] would be better. Like a bigger group. One person would just 
feel like therapy. I guess it would be a big change, but I know I would like to have a 
girlfriend. I don’t have the mind space to have more friends… I just have enough room 
for one friend, someone that maybe I could open up to and also can get me out of the 
house more and expose myself to more. 
During conversations about potential utility of different approaches to managing lonely 
feelings, participants described some apprehension about talking to friends and family about 
loneliness.  Specifically, some noted concerns about being perceived as a burden or appearing 
too ‘needy.’  One participant expressed that he may even feel more comfortable speaking with a 
robot or machine to avoid feeling guilty or shameful about sharing his experience: 
8016: I guess robots that you could have conversations with that you would talk about 
interesting and funny things.  Not a human.  Robots so that you wouldn’t feel guilty about 
taking their time.  I feel a lot of guilt about burdening people.  Sometimes you want 
someone who will put a lot of work into engaging you and you don’t have to worry about 
being self-centered and taking up their time. Robots are built to do work like a toaster.  I 
feel like that’s what a therapist is because I know they get paid but I still feel guilty 
sometimes, especially if I’m being an asshole.  If I’m so hard on them I worry that they 
may quit their job.  I can be really awful to people.  But it would have to be a robot that 
would be really interesting and could talk about how the universe works.  It would have 
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to be almost human-like.  I value deep conversations, but I think chit chat could have a 
place, too. 
In the end, it may require creativity and flexibility to ensure each person is receiving the 
most effective treatments possible.  Depending on an individual’s style and goals for treatment, 
they may benefit from a combination of individual and group therapies to improve outcomes.  
For instance, a younger client seeking companionship or romantic partner may be keen on 
working with an individual therapist to set and make progress toward improving self-confidence 
in combination with attending a social skills or peer support group comprised of clients also 
working toward establishing and maintaining romantic relationships.  In contrast, an older client 
whose primary concern is loneliness stemming from objective social isolation may benefit from 
engaging with a supported employment specialist to obtain paid work or volunteer opportunities 
that provide structure, a place to go during the day, and a sense of purpose.  When developing or 
adapting interventions designed to treat loneliness, we must keep in mind that “There are lots of 
ways to feel lonely and everybody is different” (8011). Regardless, learning coping strategies to 
manage distress and improve quality of life would likely benefit all clients experiencing frequent 





 The purpose of the current study was to examine the ways in which persons with a 
psychotic disorder experience loneliness.  The primary aim was to “give voice,” or provide a 
platform for participants to share narratives and personal experiences of lonely feelings.  We 
strived to improve our understanding of lonely experiences at the level of the individual, 
including a discussion of the various factors that appear to exacerbate or protect against feelings 
of loneliness in this population.  As such, we used a qualitative interview framework to critically 
examine which aspects of participants' lives influence lonely feelings, including psychotic 
symptoms, isolation, community engagement, coping strategies, as well as the desired quantity, 
quality and types of relationships with other people. 
Results from the current study suggest several aspects of physical environment, social 
context, and psychological experience contribute to lonely feelings.  Situational factors that 
appear to exacerbate loneliness in psychosis include limited finances, issues with transportation, 
and reduced economic activity (i.e., unemployment). In contrast, participants described having a 
routine or 'something to do' during the day as protective against lonely feelings.  Individuals 
often described reaching out to a friend, family member or mental health care worker for support 
as an effective coping strategy to manage lonely feelings.  However, when this was not a viable 
option (e.g., due to time of day, issues with accessibility), participants described engaging in 
distraction or seeking out opportunities to be physically close to others in a public setting.   
This study supports prior research suggesting loneliness is related to objective social 
isolation, such that lonelier persons with psychosis tend to operate within a smaller social 
network, have fewer friends, and lack a confidant (Degnan, Berry, Sweet, Abel, Crossley & 
Edge, 2018; Sündermann et al., 2014).  Although reducing objective social isolation through the 
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expansion of opportunities for social engagement has been shown to be an effective intervention 
strategy with normative groups, interventions targeting loneliness in this manner may need to be 
adapted to address issues specific to psychosis. For instance, loneliness interventions should 
incorporate cognitive behavioral therapy techniques such as cognitive restructuring and exposure 
therapy to improve the quality of, comfort with, and satisfaction gleaned from in-person social 
situations. 
The aforementioned considerations for treatment may be particularly important 
considering loneliness was associated with negative cognitions and unpleasant emotions in the 
current study.  We found that the experience of loneliness was more intense in the presence of 
paranoid or anxious thoughts; especially related to believing that others were talking about, 
judging, or devaluing them. Participants also commented that moments activating a sense of 
stigma, shame and/or guilt were closely linked to loneliness.  It is our understanding that 
loneliness may minimize opportunities for individuals to discuss alternative explanations or 
generate flexible solutions with other people, thus increasing anxiety and leading to increased 
suspiciousness and distrust (Sündermann et al., 2014).  Considering lonelier individuals with 
psychosis tend to have more paranoia (Sündermann et al., 2014), this may help explain why they 
have less satisfying relationship experiences, including viewing social relationships as less 
supportive, feeling less at ease in the presence of others, and perceiving social situations as more 
threatening.   
Furthermore, results from the present study revealed two novel and notable findings that 
have not been captured clearly in the extant literature on loneliness in psychosis. First, many 
people diagnosed with a psychotic disorder appear to be conflicted by the composition of their 
social network.  Specifically, many individuals endorsed feeling both appreciative of and 
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frustrated by the proportion of their relationships that were established because of shared mental 
health problems.  Many individuals explained that friendships within their peer group can be 
problematic for many reasons.  Specifically, relationships with peers can be disrupted by suicide, 
relapse to substance use, hospitalizations, and acute psychosis.  Despite the potential benefits of 
fostering friendships with "normal" people and forming relationships based on shared values and 
interests, persons with psychosis also reported trepidation about the prospect.  In addition to 
describing past bad experiences disclosing their diagnosis to friends without severe mental 
illness, they also cited concerns about being rejected, misunderstood, or appearing “strange” to 
new people.   
Second, many persons with psychotic disorders appear to lack and yearn for important 
types of relationships in their lives.  A minority of interviewees reported having close 
interpersonal relationships, with most identifying the absence of a romantic partner as a primary 
contributor to loneliness. This finding underscores the importance of clarifying values and goals 
with clients, especially those related to social functioning and community integration (e.g., 
interpersonal relationships with friends and family; intimacy, dating and romantic relationships).  
Although this study highlights the potential utility of treatments designed to increase clients’ 
comfort with and confidence initiating and sustaining healthy romantic relationships, there are no 
empirically evaluated studies on the impact of dating skills interventions delivered individually 
and/or in group format.  It is plausible that maximizing opportunities for individuals to discuss 
alternative explanations, generate flexible solutions, and practice appropriate and values-
consistent social behavior with supportive others may facilitate improvement in these areas and 
promote positive social interactions, thus reducing loneliness. 
There are several limitations to the current study, many of which that are inherent to 
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qualitative research.  Specifically, the current study included a small sample of persons 
diagnosed with a schizophrenia spectrum disorder currently residing in close proximity to a 
university town in the southern United States.  This is notable considering the number of 
resources available to persons experiencing psychosis in the Triangle that may not be available to 
individuals living elsewhere (e.g., non-profit organizations that provide housing, peer-to-peer 
supervision, vocational rehabilitations services as well as recreational activities; frontline and 
comprehensive mental health services through centers for excellence in community mental 
health).  As such, the findings may not generalize to persons living in other regions of the U.S. or 
cross-culturally.  Relatedly, the themes generated are based on narratives provided by 
participants during individual, in-depth interviews completed over a relatively short period of 
time.  Considering the sensitive nature of loneliness, it is possible that stories shared and 
information gleaned from participants' experiences may be differentially impacted by current 
mood states, recent events, situational factors, and/or relative (dis)comfort disclosing thoughts 
and feelings with the interviewer.   
In addition, we limited our sample to adults between the ages of 30 and 50 years.  
Although this constraint was applied in consideration of the fact that, regardless of psychiatric or 
mental health issues, the elderly tend to be increasingly lonely and isolated due to reduced 
mobility, physical health problems, sensory impairments, solitary living, reduced social contact 
post-retirement, and relationship instability (e.g., loss of a partner), it is unclear whether the 
current findings may apply to an older sample (Nicholson, 2012).  While the current 
investigation sheds light on the experience of loneliness in persons with chronic multi-episode 
psychosis, improving our understanding of the ways in which perceptions and responses to 
lonely feelings in younger individuals earlier in the course of illness merits further attention. This 
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is particularly important as younger people tend to experience significant shifts in their identity, 
relationships, and routine after an initial episode of psychosis (Dunkley, Bates, Foulds, & 
Fitzgerald, 2007).  Thus, the results of the present study should be interpreted with careful 
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TABLES AND FIGURES 
 






 n  (%) 
Gender   
   Male 10 62.5 
   Female 6 37.5 
Race   
   Caucasian 12 75.0 
   African American 3 18.7 
   Other 1 6.3 
Ethnicity   
   Hispanic 2 12.5 
   Non-Hispanic 14 87.5 
Diagnosis   
   Schizophrenia 7 43.7 
   Schizoaffective 
Medication Type 
   Atypical 
   Typical 
   Combination 













Living Situation   
   Alone in house/apt 5 31.3 
   With partner in house/apt 5 31.3 
   With family in house/apt 2 12.5 
   With roommate(s) in house/apt 2 12.5 
   In a residential facility 2 12.5 
Alcohol/Drug Use   
   None 4 25.0 
   Current use (Alcohol) 





   In recovery from SUD 6 37.5 
 Mean SD 
Age (years) 39.0 7.15 
Education (years) 14.0        2.37 
Maternal Education (years)  14.6 3.61 
*Paternal Education (years) 14.7 5.36 
Average DUP (years) 





3-Item Loneliness Scale 7.06 0.99 
Note: Substance Use Disorder (SUD); Duration of Untreated Psychosis (DUP); Number of Inpatient 
Hospitalizations for Psychiatric Reasons (Psychiatric Hosp) 
*Paternal education for two participants was unknown, whereas one participant stated that her father never received 
any formal education in their country of origin. As such, this statistic was calculated based on responses from a 
smaller subset of the sample (n = 14) and included one uncommon response of 0 years. 
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Figure 1. Thematic Codes Generated across Interviews 
 
 
Note: Each bar reflects a set of related codes that comprise themes that arose during the analysis process.  Labels on 
the left include the name of the overarching theme as well as its individual constituent codes.  Each individual code 
is displayed in a unique color (i.e., orange, gray, yellow, blue, green, navy, and sepia).  
Note: Due to constraints on space, certain codes were omitted from the above graphic, including: *past bad 
experiences (with social media); † (stress) eating; ‡ thought disorder, amotivation, asociality 
Note: The x-axis reflects the frequency with which each concept appeared in an interview (e.g., 9 participants 
described the lack of and desire for having a companion or romantic partner as a contributor to loneliness whereas 
only 3 participants noted that hallucinatory experiences impact their lonely feelings). 
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Note: Primary themes, including physical barriers and aspects of the social context that exacerbate loneliness, are 
displayed in the leftmost column. In order to establish saturation for each sub-theme (i.e., code), a concept needed to 
be mentioned as explicitly relating to their experience of loneliness by at least 3 (approximately 20% of) participants 
during the interview. Primary themes were selected based on the extent to which their comprising codes reached 
saturation in aggregate (i.e., higher ‘total’ scores in the rightmost column reflect concepts (codes or ‘sub-themes’) 










Despite the relationships between loneliness and various physical and mental health 
outcomes (Holt-Lunstad, Smith, Baker, Harris & Stephenson, 2015), a clear understanding of the 
factors that exacerbate and alleviate lonely feelings is lacking in the current psychosis literature.  
The goal of the integrated discussion is to examine the extent to which the three studies included 
in this dissertation correspond with, diverge from, and expand our understanding of currently 
accepted models of loneliness in normative groups and schizophrenia samples.  We will also 
comment on central themes that emerged across studies and conclude with future directions. 
Study 1 evaluated the relationships between loneliness and social cognition and 
functioning in a large sample of persons diagnosed with a schizophrenia spectrum disorder.   
Although this study incorporated a gold-standard battery of social cognition and functioning 
measures employed in schizophrenia research (Pinkham, Harvey, & Penn, 2018), our findings 
suggest the specific measures or domains of social cognition included in the Social Cognition 
Psychometric Evaluation (SCOPE) study may not be appropriate predictors of loneliness in 
psychosis.  While it is possible that social cognition is not related to loneliness in this population, 
findings from Study 3 suggest that many individuals with psychotic disorders experience 
maladaptive perceptions of social situations and/or engage in cognitive distortions (e.g., 
personalization, negative labeling) that contribute to increased loneliness.  Unfortunately, these 
specific aspects of social cognition remain underexamined in research on loneliness in 
schizophrenia. 
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 Although Study 1 did not support significant relationships between loneliness and social 
cognition or functional outcome in psychosis, additional analyses indicated nearly half the 
variance in loneliness endorsed by persons diagnosed with a psychotic disorder was accounted 
for by variation in clinical variables, with loneliness most strongly associated with self-esteem, 
guilt, paranoia and depression.  When considered in the context of the loneliness literature more 
broadly, these results also align well with the theoretical model of loneliness in psychosis 
described by Lim et al. (2018). In particular, they stress the importance of mental health 
variables and relevance of self-concept as they relate to loneliness in this population. 
 Study 2 aimed to evaluate the impact of a moderated online social media platform – 
Horyzons – on lonely feelings endorsed by persons early in the course of psychotic illness.   
Although Horyzons was specifically designed to foster community and improve psychological 
functioning through social network expansion and provision of psychoeducation from cognitive-
behavioral and third-wave psychotherapy approaches, the impact of actively engaging with the 
platform on loneliness and social support in first episode psychosis (FEP) participants was less 
than expected and not sustained through follow up.  
Nevertheless, examining associations between specific site usage information and 
changes in outcomes was elucidating. Preliminary findings suggest active engagement in social 
components of Horyzons, such as posting on the Café and discussing an issue through the ‘Talk-
It-Out’ feature, was associated with moderate-to-large effect size improvements in psychological 
wellbeing, depressive symptoms, as well as the endorsement of positive and negative emotions – 
but not loneliness.  Of note, only one aspect of platform usage was significantly related to 
reductions in self-reported lonely feelings: commenting on other users’ posts.  On one hand, 
commenting on content shared by another user may reflect increased motivation and the desire 
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for meaningful, reciprocal connection with other Horyzons users. On the other hand, it is 
possible that the process of providing support for and encouragement to another person may 
contribute to reduced loneliness through the strengthening of one’s sense of purpose and self-
efficacy.  Overall, the results of this study did suggest that increasing social support and targeting 
self-concept and mental health symptoms in this format were not as impactful as expected, at 
least based on the theoretical model of loneliness proposed by Lim et al. (2018).   
 In addition to striving to “give voice” to persons with psychotic disorders to openly 
discuss their experiences, Study 3 employed a qualitative approach to derive and synthesize 
themes across participants’ first-hand descriptions of and thoughts about loneliness.  Although 
previous research indicates someone may feel lonelier when experiencing a mismatch between 
their desired and current relationship quantity, quality or type (Hawkley & Cacioppo, 2010), 
neither the social cognition model of loneliness in non-psychiatric groups proposed by Cacioppo 
& Hawkley (2009) nor the theoretical model of loneliness in psychosis proposed by Lim and 
colleagues (2018) fully incorporate social network composition and perceptions of relationship 
quality in their explanatory models.   
Moreover, results from Study 3 also suggested that negative emotional states and stigma 
may contribute to or exacerbate lonely feelings in this population.  These findings support 
previous research suggesting mental health symptoms (i.e., depression, anxiety and psychosis) 
and social perception (i.e., internalized stigma and perceived discrimination) impact the 
experience of loneliness in psychosis (Michalska da Rocha, Rhodes, Vasilopoulou, & Hutton, 
2018; Lim et al., 2018).  We also found that the experience of loneliness was more intense in the 
presence of paranoid or anxious thoughts; especially related to believing that others were talking 
about, judging, or devaluing them.  As such, there is some indication that these experiences may 
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play a role in the attentional, behavioral, and memory biases that may facilitate isolation and 
disconnection from the social environment as proposed by Cacioppo & Hawkley’s social 
cognition model of loneliness (2009).   
Across the three studies, we gained new insights on just how variable and individual the 
experience of loneliness in this population may be.  As a group, it appears that people with 
schizophrenia experience more frequent and intense feelings of loneliness than persons without 
the disorder (Study 1).  Initially, however, we observed that women with psychosis reported 
significantly greater loneliness than male participants in the clinical group.  When differences in 
important clinical variables, such as increased guilt and reduced self-esteem, were taken into 
account, we noticed that this gender-difference became non-significant.  Of note, all of our 
research participants had a diagnosis of schizophrenia or schizoaffective disorder, the latter of 
which entails significant mood symptoms alongside psychosis.  In addition to reporting more 
intense lonely feelings, self-identified female participants were also much more likely to have a 
diagnosis of schizoaffective disorder than their male counterparts. As such, focusing on relevant 
clinical characteristics as they relate to loneliness may be an important approach for early 
identification and prevention efforts.  In other words, it may be helpful to use diagnostic 
grouping to gauge a person’s general risk for loneliness, but this approach may not be sufficient 
and lacks specificity. 
Furthermore, Study 2 reflected the prospective value of examining baseline clinical 
characteristics as a way to evaluate the potential utility and appeal of this type of digital 
intervention for FEP clients. Based on post-hoc analyses investigating baseline differences 
between active and inactive users of the Horyzons platform, the more engaged participants 
reported less social support and endorsed more frequent experiences of positive/negative 
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emotional states than less engaged participants.  Differential engagement in Horyzons should 
also be considered in light of findings from Study 3 suggesting many persons with a 
schizophrenia spectrum disorder may feel conflicted about establishing new relationships with 
others who also experience mental health issues.  
It is also possible that the differential impact of Horyzons indicates digital interventions 
may be more appropriate for clients who wish to expand their social network and bolster the 
frequency of social interactions from a distance and in the short term.  As you may recall, the 
platform was only accessible to participants over a three-month period.  As such, it is likely that 
participants could have been more invested in establishing new relationships and motivated to 
actively engage with other users via the platform if they perceived Horyzons as a more stable and 
sustainable community of support.  Despite the benefits of digital interventions (Fairburn & 
Patel, 2014; Muñoz et al., 2015; Murray et al., 2016), the minimal impact of Horyzons on 
loneliness observed in Study 2 as well as the intervention ideas proposed by interviewees in 
Study 3, may underscore the need for effective and enduring face-to-face interventions. 
In addition to describing various internal and external factors that may contribute to 
lonely feelings, Study 3 provided further support for the idea that loneliness may be a very 
individual experience for persons with psychotic disorders.  For several participants, lacking a 
specific type of relationship, namely a companion or romantic partner, was of central importance 
to their experience.  For others, internalized stigma and the perception that no one would be able 
to understand their experience (i.e., existential loneliness) played a major role.  Results from 
study 3 also demonstrated the extent to which situational factors (e.g., financial limitations) and 
recent stressors (e.g., conflict with a partner) may impact an individual’s experience of 
loneliness.  Finally, there was a noticeable divide among participants who reported regularly 
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engaging in adaptive coping strategies (e.g., physical activity, support-seeking behaviors) as 
compared to individuals who were unable to identify effective coping strategies for loneliness 
and those who engaged in less adaptive strategies to manage lonely feelings (e.g., consuming 
alcohol).   
Taken together, these studies also highlight the importance of cognition as it relates to 
loneliness.  In particular, lonely feelings may be closely linked to the following cognitive 
processes: attention, perception, interpretation, attributions, and memory.  Figure 1 uses the 
cognitive appraisal model (Craske, 2014) from Cognitive Behavioral Therapy (CBT) to 
demonstrate the role cognitive appraisal may play in one’s experience of loneliness.  Applying 
this model to loneliness may be particularly helpful in elucidating why certain experiences 
appear to trigger or exacerbate loneliness in select individuals and not others.  Imagine a 
situation in which the roommate of a person with a psychotic disorder leaves the apartment to go 
running with a friend while she stays home.  The extent to which this situation elicits lonely 
feelings will be very different for an individual who has the thought “Amazing!  It’s so much 
easier for me to relax and focus on making music when roommate is out of the house” versus the 
client who thinks “Wow, it’s like roommate is never here.  I wonder if he’s happier when he’s 
out of the house.  I wish I lived with someone who wanted to spend more time with me.”  This 
example reflects the role of cognitive appraisal, especially the process of interpreting and 
forming attributions about events, in prompting subsequent emotional and behavioral responses.  
Despite interest in improving our understanding of the thoughts and behaviors that may influence 
lonely feelings in this population, most studies examining cognition in schizophrenia focus on 
neurocognitive abilities (e.g., IQ) and components of social cognition (e.g., emotion perception) 
that may not adequately reflect mental processes involved in the experience of loneliness.   
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Following from the foregoing, issues with measurement arose as a central theme related 
to our understanding of loneliness in psychotic disorders.  All three studies in this dissertation 
involved the administration of validated measures, including the gold-standard measures of 
loneliness (i.e., UCLA Loneliness Scale; Russell, Peplau, & Ferguson, 1978), self-esteem (i.e., 
Rosenberg Self-Esteem Scale; Rosenberg, 1965), and depressive symptoms (i.e., Beck 
Depression Inventory, Second Edition; Beck, Steer, & Brown, 1996) as well as the best available 
and most widely used tasks of social cognition currently employed in schizophrenia research 
(i.e., the SCOPE battery). As you may recall, many of these research instruments are self-report 
questionnaires that instruct participants to reflect on their holistic experience (e.g., “Indicate how 
often each of the statements below is descriptive of you” from the UCLA Loneliness Scale) or 
ask clients to comment on their experience over a designated period of time (e.g., “And then pick 
out the one statement in each group that best describes the way you have been feeling during the 
past two weeks, including today” from the BDI-II).  This method of data collection is beneficial 
in many ways, especially in regard to the ease and speed of administration, scoring and 
interpretation (Demetriou, Ozer, & Essau, 2015).  However, asking general questions about 
one’s tendencies may not elucidate the individual cognitive processes and reactions that 
perpetuate loneliness for each person with the diagnosis in specific situations. 
Concerns about measurement were also implicated in Study 1 and may have contributed 
to the lack of significant associations between self-reported loneliness and the currently 
accepted, best available measures of social cognition in schizophrenia research (Pinkham et al., 
2018).  Whereas a cognitive appraisal framework incorporates the potential influence of 
attentional, memory and attributional biases on one’s perception of the adequacy of their social 
relationships, the performance-based tasks of social cognition included in SCOPE center on 
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observable abilities within specific domains (e.g., using facial and/or prosody cues to correctly 
recognize the emotion being expressed in a static image or short video clip). As such, the 
currently available tasks may not be capable of reflecting the dynamic, mutable and 
unobservable internal processes that may subserve emotional reactions such as loneliness.   
 This raises the question as to how the field can proceed in ways that may more 
adequately capture internal contributors to loneliness, which are objectively more difficult to 
assess with common measurement tools administered in controlled laboratory settings (e.g., self-
report questionnaires, task-based assessments).  First, schizophrenia research could benefit from 
developing new measures or adapting existing tools that improve our understanding of the ways 
in which individuals perceive and process their social context.  Specifically, the field may 
consider integrating more qualitative methods in clinical research. As an example, it may be 
advantageous for researchers in this area to augment more traditional study designs with 
approaches that offer opportunities for participants to more freely share their thoughts and ideas 
(e.g., asking open-ended questions in surveys and during interviews). 
Second, we may also consider employing real time assessment tools in clinical research 
on loneliness in psychosis.  For example, technologically advanced naturalistic observation 
methods such as Electronically Activated Recorder (EAR) devices may increase our 
understanding of the day-to-day social interactions and contextual variables (e.g., recreational 
and work-related activities) that are relevant to the experience of lonely feelings at the level of 
the individual (Mehl, 2017).  Ecological Momentary Assessment (EMA) may be another strategy 
to accurately and thoroughly examine internal processes in real-time, especially regarding 
automatic thoughts, perceptions and interpretations of events, emotions and mood states, as well 
as recent mental health symptoms (Moskowitz & Young, 2006).  Although improvements in 
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measurement can take many forms, the results from Study 3 indicate that employing more 
dynamic assessment tools to capture the ways in which persons with psychotic disorders 
perceive and process information during normal social interactions as well as the ways in which 
this information is translated to behavioral and emotional responses would be an important 
addition to the field. 
Overall, it is important and meaningful to expand our knowledge about the experience of 
loneliness in psychosis.  On their own, findings across the three studies of this dissertation may 
facilitate the identification of individuals who may be most at risk of intense loneliness.  They 
may also help researchers identify specific target areas of treatment and inform the development 
of individualized treatment plans for persons with psychosis experiencing exacerbated lonely 
feelings.  For example, acceptance-based strategies and cognitive restructuring may prove 
beneficial for individuals struggling with excessive guilt whereas integrating self-compassion or 
taking a strengths-based approach in therapy may benefit lonely clients for whom self-esteem is 
a central issue.   
More distal benefits of this research may include the development and refinement of 
effective interventions targeting lonely feelings in this population, as well as anticipating and 
reducing barriers to treatment.  At present, there are very few available treatments designed 
specifically to reduce the frequency and intensity of lonely feelings experienced by persons 
across the schizophrenia spectrum.  One such intervention, Positive Connect (+Connect), is a 
strengths-based group therapy program that incorporates components of positive psychology and 
social skills training to improve the quality of one’s relationships, all of which is intended to 
ameliorate loneliness (Lim et al., 2019).  Although participants described the intervention as easy 
to understand, respectful, enjoyable and useful, they did not find the group helpful in terms of 
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generating new relationships.  It is also worth mentioning that Dr. Lim, the principal investigator 
and developer of +Connect, is in the process of evaluating the smartphone application version of 
the intervention – Peer Tree.  In addition to increasing accessibility, transitioning to an app-
based treatment also allows for increased interactivity with the program and its content through 
the delivery of video-based materials and in-app rewards (e.g., tokens for active engagement).   
However, careful consideration of studies included in this dissertation may inform 
loneliness interventions such as +Connect and Peer Tree.  Namely, the limited impact of 
Horyzons suggests even the most comprehensive and well-designed digital interventions may not 
be equally palatable or impactful for all persons with psychotic disorders.  Results from the 
qualitative interviews about loneliness also suggest many clients feel conflicted about the current 
composition of their social network and may benefit from interventions that incorporate 
strategies to establish new relationships.  In particular, many participants identified the lack of a 
companion or romantic partner as a primary contributor to loneliness.  As such, there appears to 
be a need for a novel treatment or modifications to extant interventions that incorporate strategies 
to promote opportunities for the development and maintenance of positive romantic and other 
social relationships. 
Nevertheless, it should be noted that even the most thoughtfully designed interventions to 
facilitate friendships and dating – ideally those geared toward bolstering self-esteem, increasing 
opportunities for social engagement, and improving social skills – cannot guarantee the 
development or continuation of successful social relationships.  Thus, it is important that any 
friendship-building or dating-focused intervention concurrently incorporates practical and 
effective coping strategies for handling setbacks, including self-care activities, positive self-talk, 
distress tolerance skills and cognitive restructuring.  It may also be advantageous to directly 
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communicate the challenges associated with dating when one lacks self-acceptance and self-
compassion.  Relatedly, it may be particularly helpful to highlight the important distinction 
between loneliness and being alone.  As noted by Marie Edwards in her celebrated work entitled 
The Challenge of Being Single (1974), anyone experiencing loneliness may benefit from: 
[Taking] an entirely new look at loneliness, knowing there is a vast difference between 
loneliness and being alone, realizing further that loneliness is a part of the human 
condition and that facing it when it happens will allow [us] to appreciate the positive side 
of being alone. [Also, knowing] that it’s okay to be single and, becoming braver, 
know[ing] that it’s even more than okay—it can be a great and untapped opportunity for 
continuous personal growth. 
Considering the extent to which stigma, shame, guilt, and perceived burdensomeness may 
impede participants from engaging in adaptive help-seeking behaviors, mental health care 
providers may choose to ask individual therapy clients directly about their experiences of lonely 
feelings.  This process may be similar to the common practice of enquiring about recent mood 
symptoms, for example. A comprehensive treatment approach targeting loneliness in this 
population may also involve strategies to improve the quality of extant social relationships.  
Content ideas may include providing psychoeducation and practicing – independently ‘in real 
life’ as well as via role-plays in session – active-constructive responding, appropriate self-
disclosure, expressing gratitude, and delivering a sincere and effective apology.  In order to 
generalize skills learned in session to the real world, it may make sense to emphasize the 
importance of home practice as well as invite lesser known ‘confederates’ and friends, relatives 
or significant others to interact with the client in session (Granholm, Holden, Link & McQuaid, 
2014; Harper & Penn, 2011). 
 117 
 In sum, loneliness is a significant and impactful problem for individuals across the 
schizophrenia spectrum.  It appears that individuals with severe mental illness are at a higher risk 
of experiencing more frequent and intense lonely feelings (Badcock et al., 2015; Ludwig, et al., 
in press; Stain et al., 2012).  This dissertation supports findings from previous research 
suggesting loneliness is a significant barrier to recovery from mental illness (Morgan et al., 
2017), but it also serves to advance research in this rapidly growing area.  Namely, we now have 
more evidence to suggest the way we conceptualize and measure social cognition in 
schizophrenia research may not be completely appropriate for understanding loneliness and 
related constructs.  Next, our research suggests reducing objective social isolation through the 
expansion of one’s social network, at least digitally via social media, may not be sufficient to 
reduce the frequency or intensity of lonely feelings experienced by persons with psychosis.   
Finally, this investigation underscores the importance of 1) assessing and tailoring 
intervention efforts to the unique social needs, values and goals of each individual, as well as 2) 
proactively identifying and mitigating barriers to treatment and skills practice.  It is my hope to 
continue developing this program of research in a way that highlights the importance of and 
eventually reduces the impact of loneliness in this population.  Specifically, I wish to develop a 
novel treatment or adapt and expand an extant treatment explicitly designed to treat loneliness 








APPENDIX: LONELINESS IN PSYCHOSIS – QUALITATIVE INTERVIEW GUIDE 
 
I. Background 
a. Thank you so much for meeting with me today.  I really appreciate your 
openness and willingness to talk about your experience.  Before we begin, can 
you tell me a little bit about yourself?   
 
II. Daily Life 
a. How have you been spending your time recently?   
i. Are you working? 
1. What sorts of tasks are you involved in? 
2. How do you feel about the people you work with? 
ii. Are you taking any classes? 
1. How is that going? 
iii. What did you do last weekend?  
iv. What do you do in your free time? 
 
III. Social Relationships 
a. Who do you spend your time with? 
i. [Wait for response] Can you tell me about why you spend time with them? 
ii. Do you live with anyone?  
1. How is that going? 
iii. Do you have close friends?   
1. How did you meet [name/him/her/them]? 
2. What do you do together? 
3. How has your relationship changed over time? 
a. Have you noticed any changes in your friendships since 
your illness? 
b. If yes – Can you tell me more about that? 
iv. Can you talk about a recent or current romantic relationship?   
v. [If needed] Do you have a partner? 
1. If no – are you interested in dating? 





Brief Explanation: Thank you so much for sharing!  As you know, we want to chat with you 
about your daily life, social relationships, and experience with loneliness. There are no right or 
wrong answers to these questions.  We’re interested better understanding how people 
experience loneliness, including situations that may make these experiences more intense as 
well as things you’ve tried that make you feel less lonely.  It’s totally fine if you want to skip a 






I. Recent Lonely Experience: 
a. Take a moment to think about a time recently when you felt lonely [Pause] 
b. If you feel comfortable sharing, can you tell me about what you experienced?  
i. [Elicit additional details] Tell me more about that. 
ii. [Probe for thoughts, feelings and physical sensations] 
1. What you were thinking about?  
2. What feelings came up for you?   
3. Did you notice anything in your body? 
4. Looking back on the experience, what, if anything, do you wish 
could have been different? 
 
II. Experience of Loneliness 
a. Tell me what it’s like for you to feel lonely (generally). 
i. What thoughts do you have when you feel this way?   
ii. It’s not uncommon for people to feel different emotions at the same time. 
What other emotions do you notice when you feel lonely?   
b. What makes you feel lonely? 
c. How often do you feel lonely? 
d. How do you try to make sense of these feelings?   
i. Do your religious beliefs or spiritual practices affect the way you make 
sense of these experiences?  How so? 
e. What does it mean to you if you are feeling lonely? 
f. How do aspects of who you are as a person play into your experience of 
loneliness?  
i. [If needed] For example, other people have said that...  
ii. What about your upbringing or early relationships? 
 
III. Contextual/Situational Factors 
a. What kinds of things make it difficult for you to spend time with others? 
i. For example, some people say their financial situation or issues with 
transportation keep them feeling lonely 
b. What other kinds of things make it difficult for you to feel less lonely? 
a. Sometimes people notice they feel lonelier in certain situations.   
i. Can you walk me through a recent time when you felt lonely when you 
were with other people? 
1. How is that different from feeling lonely when you’re alone?  
ii. Are there certain people that make you feel more connected and less 
lonely?  Who are these people? 
1. Can you walk me through a recent time when you felt more 
connected with _______ (name/this person)? 
iii. Is your experience of loneliness different during certain times of day (e.g., 
mornings, evenings, etc.)? How so? 
iv. Are you lonelier during certain times of the year (e.g., summer versus 










a. How do you feel about the symptoms you have? 
b. How, if at all, do your symptoms get in the way of living your life (fully)? 
c. Are there any symptoms that get in the way of forming connections with others? 
i. Examples: 
1. Sometimes people describe not feeling comfortable around other 
people. Do you have these experiences? 
2. If yes – How does that relate to your feelings of loneliness? 
ii. Sometimes people hear noises or voices that others can’t hear.  Does 
that happen to you? 
1. If yes – how does that relate to loneliness? 
iii. Do you ever feel guilty, like do you did something wrong or are to blame 
for something that happened? 
1. If yes – how do these feelings relate to loneliness for you? 
iv. Sometimes people may feel less confident in our worth or abilities.   
1. How does this relate to feelings of loneliness?  
v. Sometimes people notice feeling demotivated or less interested in doing 
things they think should be fun.  Does this happen to you? 
1. How do these feelings relate to loneliness for you? 
vi. Is there something else?   
 
V. Coping Strategies 
a. When you feel lonely, what, if anything, do you do? 
i. What’s helpful? 
1. Is there anything you tell yourself to feel better?   
2. Is there anything you do that makes you feel more connected? 
ii. What’s less helpful? 
iii. What, if anything, makes it hard for you to cope with loneliness? 
 
VI. Support Seeking 
a. Do you ever talk to anyone about feeling lonely? 
i. Have you ever talked about feeling lonely with your therapist?  
1. If yes - How did it go? 
2. If no – What, if anything, keeps you from sharing? 
ii. What about your family or friends?  
1. If yes - What was this like for you? 
2. If no – What, if anything, holds you back? 
iii. If no one – What, if anything, keeps you from talking about this 
experience? 
1. Who would you want to share this with?   
2. How would you bring this up with them?   
3. Do you think it would help? 
a. If yes – How so? 









VII. Recent Connected Experience 
a. Now, take a moment to think about a time when you felt really connected to and 
supported by another person or people? 
i. What made you feel really connected to others in this situation? 
b. What were you thinking about?  
i. What feelings came up for you?   
ii. What thoughts crossed your mind? 
iii. What else did you notice? 
 
VIII. Intervention Ideas 
a. If you were to design an ideal solution (either a program or resource) to make 
you feel less lonely, what would that look like?   
b. What sorts of connections or relationships, if any, would you like to make? 
i. If needed – Tell me more about that. 
ii. What kinds of characteristics do you look for in other people?  
1. Is it important for you to connect with persons around your same 
age? 
2. Is it important for you to connect with someone who shares similar 
interests and values? 
c. Would you prefer to work on this (i.e., loneliness) with one other person or many?   
i. What do you think about working one-on-one with a clinician to discuss 
and learn strategies to reduce loneliness?  
1. How do you think this would be useful? 
2. Less helpful? 
ii. What do you think about working with a peer (someone with a mental 
illness) to feel less lonely?  What about connecting with a person in the 
community that does not have a mental illness? 
d. Do you use social media? 
1. If no – can you tell me what keeps you away from social media? 
2. If yes – what do you think about it? 
ii. What are your thoughts about making connections online through a social 
media platform like Facebook (describe if needed)? 
iii. What about an online social connection group like meetup.com (describe 
if needed)? 
 
IX. Social behavior 
a. When you meet someone new that you would like to see again, what do you 
usually do? 
i. Depending on response – How did it go?  How did that work? 
ii. If nothing – What, if anything, stops you from making a connection or 
reaching out to this person? 
 
X. Eliciting additional information (time-permitting): I really appreciate you sharing your 
experiences with me. Is there something else about loneliness that you would like to 
share? 
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Figure 1. Cognitive Appraisal Model of Loneliness in Psychosis
 
 
 
 
